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She’ll enjoy this pregnancy 


Fifty per cent of all pregnant women— 
even those on a “good” prenatal diet 
—suffer calcium deficiency symptoms. 
New evidence shows that because of 
calcium-protein antagonism, calcium 
phosphate supplements may actually 
cause a deficiency, just when optimum 
levels are desired. And high-protein diets 
are also rich in calcium-draining phos- 
phorus. Thus leg cramps are a minor 
symptom of major significance: they 
may indicate seriously low calcium. 
Calcisalin, a complete prenatal sup- 
plement, containing 100% of the MDR 
for vitamins and iron, is also com- 
pletely physiologic. Phosphate-free and 
phosphorus-eliminating, the calcium 


lactate assures readily assimilable cal- 
cium, while the aluminum hydroxide 
gel takes up excess dietary phosphorus 
without interfering with the value of 
other nutrients. 
“Noncomplainers” consider leg cramps 
“normal” and complain only when cramps 
are severe. Thus the number of com- 
plaints does not truly reflect the higher 
incidence of calcium depletion. To safe 
guard against serious, “silent” calciun 
depletion, all women who enjoy a high 
protein prenatal diet can benefit fro 
Calcisalin’s phosphate-free, phosphorus- 
eliminating properties. 

Dosage: Two tablets three times daily 
Available: Bottles of 100 tablets and in 
S-ounce nursing bottles of 300 tablets 


alcisalin’ 


WARNER-CHILCOTT 














‘JIGGLE CAGE’ EXPERIMENT 
SHOWS QUIETING EFFECT OF 


DORIDEN?® (ciutethimide CIBA) 


That DORIDEN-. totally new nonbarbiturate hypnotic and 


sedative —is effective as a quieting agent is demonstrated by this pneumatic 
movement recorder (jiggle cage), which measures the activity of labora- 
tory animals. Note the marked change in the activity of mice after the 
administration of DORIDEN. Further evidence of the sedative and hypnotic 
effectiveness of DORIDEN is provided by numerous clinical studies. DORIDEN 
acts in 15 to 30 minutes and affords 4 to 8 hours of sound refreshing sleep. 
Present clinical evidence indicates it is not habit forming. 


Tablets (white, scored), 0.25 and 0.5 Gm. C IBA suMMIT,N. J. 


2/2136™ 


BEFORE AFTER 
DORIDEN 
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nts | “Premarin” with Methyltestosterone 
effectively suppressed postpartum 
n breast engorgement in 96.2 per cent 
of a series of 267 patients. 











“Premarin” with Methyltestosterone successfully prevents postpartum breast 
engorgement and suppresses lactation with virtually none of the side effects 
referable to either estrogen or androgen employed alone. 


None of the 267 patients treated with “Premarin” with Methyltestosterone 
experienced nausea, vomiting, breast abscess, excessive lochia, withdrawal 
bleeding, or virilization.! 


In addition, patients in this series were singularly free from the mental 
depression which usually appears on the fourth or fifth day of the puer- 
vice perium.la 


Suggested Dosages: Some clinicians recommend intensive short duration 
nce therapy while others advocate lower dosage levels extended over a longer 

period of time. In either case, it is important to start therapy as soon as 

possible after delivery. Details on short duration therapy (one week) and 
id step-down therapy (10-15 days) will be supplied on request. 


1. Fiskio, P. W.: To be published; 1a. Personal communication. 





“PREMARIN. with METHYLTESTOSTERONE 


ideal preparation for combined estrogen-androgen therapy 











Supplied in two potencies: Yellow tablets (No. 879) contain 1.25 mg. of conjugated 
estrogens (equine) and 10 mg. of methyltestosterone; red tablets (No. 878) contain 


0.625 mg. and 5 mg. respectively. Available in bottles of 100 and 1,000, 
nch - 


Frills 


Ayerst Laboratories * New York, N.Y. « Montreal, Canada $527 
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STRIKING RESULTS OBTAINED WITH 
‘MYSOLINE’ IN GRAND MAL SEIZURES 
AND PSYCHOMOTOR ATTACKS. 


Composite results of 20 clinical studies* show that “Mysoline” employed alone 
or in combination with other anticonvulsants is highly effective in controlling 
epileptic seizures. 


In patients previously untreated “Mysoline” employed alone produced com- 
plete control of grand mal seizures in 172 of a total of 214 patients (80 per cent) ; 
psychomotor attacks were brought under control in 19 of 29 (65 per cent). 


In patients refractory to other anticonvulsants “Mysoline” produced marked 
_ improvement to complete control of grand mal seizures in 428 of 613 patients 
(nearly 70 per cent). In the group with psychomotor attacks a similar response 
was obtained in 75 of 130 patients (over 57 per cent). “Mysoline” was added to 
current medication and in some cases this was replaced by “Mysoline” alone. 


“Mysoline” is singularly free from serious toxic effects. 


Side effects when they occur are usually mild and transient tending to disappear 
as therapy is continued or dosage is adjusted. Supplied in 0.25 Gm. tablets (scored) 
— bottles of 100 and 1,000. 


*References will be supplied on request. 


ms MYSOLINE: 


Brand of Primidone 


IN EPILEPSY 


Ayerst Laboratories *« New York, N.Y. + Montreal, Canada or 


Ayerst Laboratories make “Mysoline” available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. _ 
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S ONE INJECTION OF 
AQUEOUS SUSPENS 

LASTS ATLEAST , 

A, 24-72 HOURS 7 
x . 


ie 


ta VAN o) i * 
Wy / fan ™ ANON DEVELOPMENT + 
PLY 9 ‘~Anawns * ; 
@ ACTION LASTS AT LEAST 24 TO 72 HOURS 
@ ENHANCED POTENCY * 
@ EASY TO ADMINISTER 
@ AQUEOUS SUSPENSION 
@ NEEDS NO WARMING * x 


@ MAY BE INJECTED THROUGH FINE NEEDLE 
@ FEWER OVERDOSAGE SIDE EFFECTS 


bie 
CORTROPE if NING } 
Organon DEVELOPMENT 7 

Available in 5-cc vials containing 40 U.S.P. 


units of purified corticotropin per cc 
with 2.0 mg. of zinc. 








T. M. Cortrophin 


aE 
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sor of Medicine, Harvard Medical 
School. 
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Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 


Medical School. 
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Pathology, Univ. of Nebraska. 
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James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 

Radiology 

Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 
Resident Staff Director 
Salvatore R. Cutolo, M.D., Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 

Surgery 

Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director o! 
Surgery, Roslyn Park Hospital, N. Y. 
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Herbert B. Wright, M.D., Chief o/ 
Urology, Evangelical Deaconess Hospi- 
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/ Viewbox Diagnosis 





Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


WHICH IS YOUR DIAGNOSIS? 


1. Left hydronephrosis 3. Urinary bladder diverticulum 
2. Urinary bladder carcinoma 4. Rectal carcinoma 





(Answers on Page 230) 
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Performance)... Response 





SALCORT \ 


Salcort performance stimulates a depend- 
able response in arthritic conditions; early 
functional improvement and a sense of 
well being are significant. Smaller doses 
of salicylates and cortisone combined 
produce a therapeutic response equiva- 
lent to that of large doses of cortisone... 
side reactions are eliminated and contin- 
uous therapy is permitted. Salcort pre- 
sents no withdrawal problems. 





’ ate a eT 25 mg 
icy late -~- 03 Gm 
Hydroxide Gel, dried — i; 
rbate = 60 mg 
equivalent to 50 mg. Ascorbic Acid) 
Calcium Carbonate entiniaat . - Ong 


*U. S. Potent No. 2691662 


pwtessional literature and sample 
available on request 


THE S. E. MASSENGILL CO. BRISTOL, TENN. 
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ACROSS 


1. —aver, Corpse 

4. Fancy 

|. American Expedi- 
tionary Forces 
(abbr.) 

14. TB germs (2 words) 

17. Smooth (breathing) 

18. Alcoholics Anony- 
mous 

19. Internai Revenue 

20. Slovenly person 

21. Masculine title 
(abbr.) 

22. Barrel 

24. Welsh onion 

26. Quarter 

27. Naperian log base 

28. 1/1000 of a dollar 

29. Denoting saturated 
hydrocarbon (suffix) 

31. Oxygen (sym.) 

32. American phthisiolo- 


gist 
36. Larget flatfish 
39. Astragulus 
40. Algerian measure 
41. Tonic spasm 
44. Externally parasitic 
46. Portray 
( pl.) 


47, Ghon's 

48. Shield 

51. Egyptian soul-symbol 

52. Let there be made 
(Lat. abbr.) 

53. Stains 

57. Legendary British 

ing 

58. Black onyx 

59. Son of Bani (Bibl.) 

61. Small insect 

62. Exist 

63. Discovered tubercle 
bacilli 

64. Break sharply 

66. 100 sq. meters 

67. Either —— 

68. Oklahoma migrant 

69. Ginkgo 

70. Masurium (symb.) 

7\. Discovered TB diag- 
nostic aid (2 wds.) 

75. Swift (rf. sp.) 

76. Deserves reward 

77. Related 





DOWN 


ARN=SLPPNe Maw 


Co-developer of TB 
vaccine 


. Maple tree genus 


Hubbub 

Provided 

Meuse River (Dutch) 
Showy Asiatic tree 
Drop 

Wading bird 


. Not one 

. Out of (pref.) 

. Whole amount 

. —went, fluent 

. Healed (as TB) 

. Uterine mucosal cells 


. Anti-TB drug 

. Italian architect 

. N. European sea 

. Take multure from 
. Spanish river 

. Raced 

. Article 

. University (abbr.) 
- 200 (Roman num.) 
. One 

. Upper respiratory in- 


fection (abbr.) 


. Mental defective 

. Curse 

. Common feature of 
TB 


. Watchwork brackets 
. Bend of the arm (pl.) 


Reside 


58. 
. Metallic threac 
63. 
65. 


72. 
74, 
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. Co-discoverer ¢ 


vaccine 


. Reservoir of ins” 


tive impulses 


. Arabic “y" 
. Hardest animal s 


stance 


. Lung marking < 
acteristic of chro 


phthisis 
Jest 


Eastern eye-shad 
Tuberculosis spo 
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French article 
Japanese game 
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Greetings 


" Salute * Gyriisse 


The National Drug Company 
heartily welcomes the recogni- 
tion of the status of the resident 
physician with a publication 
specifically directed towards a 
discussion of ‘his problems. 


The new-found responsibilities as 
regards hospital problems estab- 
lish residency as the important 
preparatory phase to full inde- 
pendent practice. The National 
Drug Company is dedicated to its 
responsibilities to provide the 
best tools possible to the benefit 
of the resident physician. 


In appreciation of the interests 
and problems of residents, we 
bring these products and profes- 
sional services to your attention. 


PARENZYME, intramuscular 
trypsin—the only direct proteo- 
lytic anti-edema_ anti-inflamma- 
tory agent indicated in skin ulcers, 
traumatic wounds, vascular and 
ophthalmic disorders, including 
many of an emergency nature, 
Where rapid relief of pain and 
swelling is important. 4 


* 


DIMETHYLANE provides the 
ability to relax without which so 
many patients you see today 
would have a much more pro- 
tracted course. DIMETHY- 
LANE gives prompt and 
prolonged relief from 
tension. Perso! 


anxiety 


HESPER-C makes the difference 
in disease states where capillary 
fragility and permeability are in 
evidence. By preventing capillary 
fragility and restoring normal 
capillary permeability, HES- 
PER-C assures the most favor- 
able prognosis in any therapeutic 
regime. 41. 


These are products with many 
applications in the wards, emer- 
gency rooms and outpatient 
clinics. 


4, PRODUCT OF ORIGINAL RESE cH 


NATIONAL 
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now available 


for clinical use.. 


METICOR 





“possesses an augmented therapeutic ratio” 
in cortical hormone therap} 








METICORTELONE possesses antirheumatic and anti-inflammatory effective- 
ness and hormonal properties similar to those of METICORTEN,'~ the first 
of the new Schering corticosteroids. Both are three to five times as potent, 
milligram for milligram, as oral cortisone or hydrocortisone. METICOR- 
TELONE and METICORTEN therapy is seldom associated with significant 
water or electrolyte disturbances. 


METICORTELONE is an analogue of hydrocortisone, as METICORTEN is of 
cortisone. The availability of these new steroids, both discovered and in- 
troduced by Schering, provides the physician with two therapeutic agents 
of approximately equal effectiveness. 


METICORTELONE is now available as 5 mg. buff-colored tablets, scored, 
bottles of 30 and 100. In the treatment of rheumatoid arthritis, dosage 
begins with an average of 20 to 30 mg. (4 to 6 tablets) a day. This is gradu- 
ally reduced by 2.5 to 5 mg. until daily maintenance dosage, which 
may be between 5 to 20 mg., is reached. The total 24-hour dose should 
be divided into four parts and administered after meals and at bedtime. 
Patients may be transferred directly from hydrocortisone or cortisone to 
METICORTELONE without difficulty. 


elone 


EDNISOLONE, SCHERING (metacortandralone) 


Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. (3) Tolksdorf, S., and Perlman, P.: Fed. Proc. 
14:377, 1955. (4) Herzog, H. L., and others: Science 12/:176, 1955. (5) King, J. H., and 
Weimer, J. R.: Experimental and clinical studies on METICORTEN (prednisone) and METICOoR- 
TELONE (prednisolone) in ophthalmology, A.M.A. Arch. Ophth., to be published. (6) Boland, 
E. W.: California Med. 82:65, 1955; abs. Curr. M. Digest 22:53, 1955. (7) Dordick, J. R., and 
Gluck, E. J.: J.A.M.A. 158:166, 1955. (8) Margolis, H. M., and others: J.A.M.A. 158:454, 
1955. (9) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Dis. Chest 27:515, 1955. 
(10) Arbesman, C. E., and Ehrenreich, R. J.: J. Allergy 26:189, 1955. (11) Skaggs, J. T.; 
Bernstein, J., and Cooke, R. A.: J. Allergy 26:201, 1955. (12) Schwartz, E.: J. Allergy, 26:206, 
1955. (13) Robinson, H. M., Jr.: J.A.M.A. 158:473, 1955. (14) Dordick, J. R., and Gluck, E.: 
Preliminary Clinical trials with prednisone (METICORTEN) in systemic lupus erythematosus, 
A.M.A. Arch. Dermat. & Syph., in press. (15) Nelson, C. T.: J. Invest. Dermat. 24:377, 1955. 


first of the new Schering corticosteroids, 


METICORTEN 


PREDNISONE, SCHERING (metacortandracin) 


«replacing the older corticosteroids in 
theumatoid arthritis!2.68 certain skin disorders such as disseminated 
intractable asthma%12 lupus erythematosus,!3-!4 acute pemphi- 
eye disorders5 gus,!3.15 atopic dermatitis'5 and other 
allergic dermatoses 


*More active than hydrocortisone or cortisone, milligram for milligram 
*Telatively free of significant water or electrolyte disturbances 5 


Meticorts vailable 
METiICoRTE:.0 
METICORTEN.* br 


5 mg. scored 
* brand of prednisolone (metacort 


and of prednisone (metacortandracir 





STECLIN-MYCOSTATIN 
SQUIBB TETRACYCLINE-NYSTATIN 





Mysteclin 





WELL TOLERATED BROAD SPECTRUM ANTIBACTERIAL THERAPY PLUS ANTIFUNGAL PROPHYLAXIS 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 





EFFECTIVE IN MANY COMMON INFECTIONS 


Because it contains Steclin (Squibb Tetracycline), MYSTECLIN is 
an effective therapeutic agent for most bacterial infections. When 
caused by tetracycline-susceptibile organisms, the following in- 
fections are a few of those which can be expected to respond to 
MYSTECLIN therapy: 


bronchitis gonorrhea osteomyelitis pyelonephritis 
colitis lymphadenitis otitis media sinusitis 
furunculosis meningitis pneumonia tonsillitis 


MYSTECLIN is also indicated in certain viral infections and in 
amebic dysentery. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 
WITH A MINIMUM OF SIDE EFFECTS 


In clinical use, Steclin has produced an extremely low incidence 
of the gastrointestinal distress sometimes observed with other 
broad spectrum antibiotics. Mycostatin (Squibb Nystatin), as 
contained in MYSTECLIN, is also a particularly well tolerated anti- 
biotic and has produced no allergic reactions, even after pro- 
longed administration. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 


WITHOUT THE DANGER OF MONILIAL OVERGROWTH 





Because it contains Mycostatin, the first safe antifungal anti- 
biotic, MYSTECLIN effectively prevents the overgrowth of Candida 
albicans (monilia) frequently associated with the administration 
of ordinary broad spectrum antibiotics. This overgrowth may 
sometimes cause gastrointestinal distress, anal pruritus, vagi- 
nitis, and thrush; on occasion, it may have serious and even fatal 
consequences. 


Each MYSTECLIN capsule contains 250 mg. Steclin Hydrochloride 
and 250,000 units Mycostatin. Minimum adult dose: 1 capsule 
q.i.d. Supply: Bottles of 12 and 100. 


*“MYSTECLIN’, “STECLIN® AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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ON THE 


In 1921 Charles H. 
Best. then a second 
year medical student, won the 
toss, and with it the opportunity 
of serving as Frederick Banting’s 
assistant in the experiment which 
led to the extraction of insulin 
lrom dog pancreas 

Little was expected from the 
young orthopedic surgeon and his 
student assistant, and they were 
given permission to use the physi 
ology laboratory in the University 
of Toronto for only eight weeks. 
What could they hope to accom 
plish—in ligating the pancreatic 
ducts of dogs and extracting the 
residue six weeks later—when the 
best trained physiologists had not 
succeeded in proving that the pan 


creas had an internal secretion ? 


Banting and Best's success in ob 


taining active extracts from the 


TOSS OF A COIN... 


... a new scientific 


team was born 


pancreas was the first in a long 
chain of therapeutic advances in 
the treatment of diabetes melli 
tus. Though insulin was a life- 
saving discovery, the inconven 
ience of multiple daily injections 
made it necessary to search fur- 
ther for means of prolonging its 
action. The combination of insu- 
lin with protamine and zinc in- 
creased the duration of effect, but 


also increased the time lag be- 


g 
tween injection and = onset. of 
effect. To eliminate the need for 
mixing the long- and short-acting 
insulin preparations just before 
injection, it was necessary to de- 
velop a form whose duration of 
action was intermediate. Globin 
Insulin, developed by Reiner, 
Searle and Lang in The Well- 
come Research Laboratories, is 
such a product—one which, by a 
single daily injection, can control 


most diabetic patients. 


GLOBIN INSULIN °B. W. & CO.” 


Gambc 


EP 


sae’ BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Letters 


to the Editor 


Ordinarily we will not publish com- 
plimentary letters — although we 
appreciate getting them. However, 
since your response to the first issue 
of Resident Physician was so en- 
thusiastic and encouraging, we are 
in the happy (and no doubt tem- 
porary) situation of having little but 
compliments to print. The following 
is a sampling of the letters received. 
Personal acknowledgement has been 
made to each correspondent—but, 
again we wish to express our sincere 
thanks for your interest. 


Looking Forward 
Congratulations on your new pub- 
lication. It's great! I shall be look- 
ing forward to future copies. 
L. E. Stickles. M. D. 


Lansing. Michigan. 


Interesting 
Resident Physician is a most in- 
teresting and informative publica- 


*“Medi- 


quiz section with more of the same. 


tion. Please continue the 
I enjoyed the first issue very much 
and wish to be placed on your mail- 
ing list permanently. 

Carl G. Peterson, M.D. 
N. C. Memorial Hospital 


Chapel Hill, N. C. 
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Foreign Residents 


I was able to see. read. and thus 
first How 
about writing articles regarding the 


appreciate your issue. 

problems and situation of resident 

physicians from foreign countries? 

It will be most illuminating. 
Ramon Angeles Jr.. M.D. 

St. Anne’s Hospital 

Fall River, Mass. 


I would like to congratulate you 
for the “exact thing” we residents 
need. I fully agree with the policy 
and purposes of Resident Physician 
and look forward to future issues. 


One point I missed in the pages was 


the foreign residents in this coun- 
try. | am from India. Here in City 
Hospital there are residents from 
all over the world. Since there are 
5.000 
interns and residents in the U.S.A 


about foreign physicians as 
I think some views of foreign resi- 


dents on comparing medical con 
*.* . } 
ditions at home with those prevail- } 
ing here would be most welcome to 


these 5.000 as well as to the local 
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olicy The rising incidence of bacterial resistance to various 

' antibiotics constitutes a serious therapeutic problem. Many 
_— infections, once readily controlled, are now proving 

BUCS. difficult to combat. Administration of CHLOROMYCETIN 
was (chloramphenicol, Parke-Davis) is often useful in 

‘oun- 7 ‘ these cases because this notable, broad-spectrum antibiotic 


City 1 | is frequently effective where other antibiotics fail. 
from i “,..An advantage of CHLOROMYCETIN appears to be its relativeiy 
are - low tendency to induce sensitization in the host o1 


resistance among potential pathogens under clinical conditions.”* 


Ss as 


S.A CHLOROMYCETIN is a potent therapeutic-agent and, 

resi because certain blood dyscrasias have been associated with its 

ean administration, it should not be used indiscriminately 

vail- | or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 

: ms requires prolonged or intermittent therapy. 

oca 


*Pratt, R., & Dufrenoy, J.: Texas Rep. Biol. & Med. 12:145, 1954. 
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_ 


residents who seem most anxious to 


hear how we practice medicine in 
our own countries. 
Achyut G. 
City Hospital 
Cleveland, Ohio 


Motiwale 


Coming issues will carry articles of 
particular interest to foreign resi- 


We 


butions from foreign residents which 


dents. invite article contribu- 
describe the special problems of the 
foreign resident in the U.S.A. Simply 
address an outline of your suggested 
article to the Editors, Resident Phy- 


sician (see address on p. 120). 


Fills A Need 

I wish to thank you for the Sep- 
tember issue of the Resident Physi- 
cian. I enjoyed reading this issue: 
and I think the 


covered and purpose of your maga- 


ideas, materials 
zine really fill a need in the resi- 
dents’ training program. 

John L. Krieger, M.D. 


St. Louis. Missouri. 


Laugh It Up A Little 


A chuckle now and then goes a 
fong way. Could you get in some 
cartoons / 


R. L. Manstin. M.D. 


more 
Chicago. Ill. 
Ie can and will. 


No Longer Forgotten 
As a resident I had thought I was 


forgotten race—but I’m 


among a 





happy to see that somebody knows 


the resident physician not only 
exists, but has a lot of problems 
not covered in medical school. 


I particularly appreciate you 
down-to-earth article on setting up 
the 


“Autopsy Consent,” a problem which 


a practice and also one on 


we residents must face each day 
during our residency. 
Your journal suits me fine—in 


content, style and size. Thank vou 
for sending it to me. 
W. L. King. M.D. 


Cambridge, Mass. 


Proximity Is Delightful 

I enjoyed your article on Cook 
County very much. However. you 
failed to point out that which every 
Cook County The 


two structures in your photo—the 


resident knows. 


nurses’ residence and the staff living 


quarters—are conveniently and un- 


comfortably close to one another. 


You can’t see it in your photo but 
the facing walls of the two build- 


ings are windowless. This is not 
only poor from an architectural 


standpoint. but also offers little op- 
portunity for any binocular byplay 
of the kind which so stimulated the 
“Mr. Roberts.” And _ these 
are real live nurses, too! To make 


matters even worse. the walls pro- 


crew in 


vide neither handholds nor support 
] 


for grappling hooks, ropes o1 
ing ladders. Thus. not enly is this 


nurses’ fortress practically impreg: - 


nable (oops!) by frontal assault 


but a good running jump from roo! 
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Each 10 cc. size vial contains: 
Hydrocortisone 100 mg. 
(present as hydrocortisone hemi- 
succinate sodium, 133.7 mg. 


Prepare by adding 2 cc. Sterile Water 
for Injection or Sterile Sodium Chlo- 
ride Injection to the contents of one 
10 ce. size vial Solu-Cortef. 


The Upjohn Company, Kalamazoo, Michigan 
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to roof would be fatally short by 
some fifteen feet at least! (We lost 
a very good E.N.T. man this way 
last month.) Despite this diabolically 
clever design, which is grossly un- 
fair to all good residents, I hear 
there is yet another “improvement” 
planned. Soon, a wall-to-wall moat 
is to replace the street between the 
two buildings. The moat is to be 
filled with piranhas and alligators. 
They claim it will be a tourist at- 
traction. Yeah. And I thought there 
was a scarcity of residents already. 

Seriously, the new quarters are 
marvelous and we think other hos- 
pitals should look to Karl A. Meyer 
Hall as a 


good design for the best in resident 


model of comfort and 
accommodations. 
Name withheld 


resident put it: “Don’t you 


or, as the 


DARE use my name or I’m 


done!” 


In A Word: “‘Yes’”’ 

Would you take an article from 
a resident (with some photos) on 
Mine ji 


a non-scientific subject? 


s 


“Why I Chose Pediatrics as a 
Specialty.” 
Norman T. Wilson, M.D. 


Los Angeles. Calif. 


Any resident with an article, or 


an idea for one, on a non-scientific 
subject is invited to submit same 


for a reading by our editorial staff. 





This is YOUR journal and we wel. 
come any contribution which would 
interest other residents. If you wish 
you may simply send us a title and 
a brief summary. We will acknowl. 
edge promptly. Please triple space 
1 1/4-inch 


gins all around. You will receive a 


your articles, use mar- 
remittance (upon acceptance). Only 
rarely will we be able to use scien- ' 
tific articles. 


Mediquiz 

I have just finished reading Resi- 
dent Physician and feel that it is 
very worth while and will be a serv- 
ice to all residents and interns. After 
the Editor’s Page I felt 
there was nothing I could suggest 


reading 


to include in the journal that hadn’t 
already been suggested. I would like 
to see Mediquiz continued and being 
a resident in Anesthesia, I am _ par- 
ticularly interested in articles con- 
cerning this specialty 

Richard 


Cambridge City Hospital 


Pastorello, M.D. 


Cambridge, Mass. 


More Mediquiz 


Good for Mediquiz! We'd like ' 
more of it. 
P. S. Gil, MLD. 
Mt. Zion Hospital 
San Francisco, Calif. 
Mediquiz will appear as a regular 
feature. 


Unsigned letters will neither be published nor read. 
However, at your request, your name will be withheld. 
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of Pfizer- 
». discovered 


’ t 
Vs lj 
fs tetracycline 
NEW palatability — NEW convenience NEW versatility... 
the same unexcelled efficacy and toleration 


TETRABON: 


Brand of tetracycline 








raspberry flavored) 


Supplied in 2 ounce and 1 pint bottles, containing 
125 mg. tetracycline per 5 cc. teaspoonful. 


TETRABON SF 


Brand of tetracycline hydrochloride with vitamins (fruit-mint flavored) 


Sugar free. Supplied in 2 ounce bottles, contain- 
ing 125 mg. tetracycline per 5 cc. teaspoonful. 

These new, remarkably palate-pleasing nonalco- 
holic homogenized mixtures of Pfizer-discovered 
tetracycline are now standardized and ready- 
mixed at Pfizer Laboratories for uniformity and 


New standards reliability. 
for tetracycline TETRABON SF supplies with each average daily 
therapy in new dose of tetracycline the special vitamin formula 


recommended for the treatment of stress condi- 
tions, thus giving antibiotic therapy and metabo- 
liquid form lic support with a single prescription. 


ready - mixed 


*Trademark 
*Trademark for Pfizer-originated, vitamin-fortified antibiotics 


ize P) PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 











nest Cowes best. the relaxed patient, 


Noludar relaxes the patient and usually induces 
sleep within one-half to one hour, lasting for 
6 <0 7 hours. Clinical studies in over 3,000 
patients have confirmed the usefulness of 
Noludar in the relief of nervous insomnia and 
daytime tension. Noludar ‘Roche’ is not a 


barbiturate. Available in 50-mg and 





200-mg tablets, and in liquid form, 
50 mg per teaspoonful. 
Noludar® - brand of 
methyprylon 

Hoffmann - La Roche Inc 


Nutley . N.J. 
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Why Tak Residency? 


Many TIMES during the past years, my younger colleagues have 
discussed with me their need for residency training. The answer 
to the question I have posed in the title has always seemed quite 
simple. There are definite advantages. professional, economic, 
and social, to be gained from residency training and membership 
in one of the American specialty boards. 

The mere fact that a young physician has been exposed to the 
educational and clinical features of an approved program for 
specialty training will, in most instances, make him a better doctor 
than if he had not had this experience. 

Then, to be admitted to the examination in the particular spe- 
cialty in which he is interested, requires a minimal period of 
practice limited to his specialty, together with the reading, attend- 
ance at medical meetings, etc.. to prepare the young physician for 
his examinations. This is bound to enlarge his knowledge of 
medicine. while at the same time enhancing his position in the 
eyes of his colleagues, patients and community. 

Currently, we hear and read much about the economics of the 
practice of medicine; and the money that doctors are making. 
There is no questioning the fact that in line with auto workers, 


steel workers and other groups of employed or self-employed 





individuals. doctors are doing well in the booming prosperity 
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which our country is enjoying. But here again there is every 
indication that the well trained physician’s portion of the national 
income averages definitely more than that of the physician who has 
not had the benefits of a residency educational program. This trend 
is most noticeable in general surgery and the surgical specialties. 

Another slant on this particular question deals with what we 
might call “governmental medicine.” Since 1946, as the result 
of Public Law 810, doctors who hold board membership and who 
practice in the Department of Medicine and Surgery of the 
Veterans Administration, receive a twenty-five percent increase 
in their base pay. Also, to be a consultant in the Maternal and 
Child Health Program of the Children’s Bureau, the physician 
must either be a board member or qualified to take the board 
examinations. Furthermore, it must be remembered that in all 
major health bills introduced into Congress between 1942 and 1952 
which called for national health insurance, a distinction was made 
between the specialist and the general practitioner. And finally. 
at least as far as the Army was concerned, it seemed during World 
War II that the promotions of board members were faster than 
those of Medical Officers, General Duty. 

Whether one approves of it or not, and there is much to be 
said on both sides, during the past ten years, medical boards 


and lay boards of a number of hospitals appear to have adopted 


the policy of restricting new staff appointments to members o 
the various specialty boards. Promotions in the medical staffs 
of hospitals may likewise be affected. For example, in the Depart- 
ment of Hospitals, of New York City, a doctor, to be promoted 
from the assistant-visiting to the associate-attending status, must 
be a board member or have equivalent training. 

| hope that in some measure I have answered the question | 
posed in the title of my editorial. 


tannin Jong 


Resident 





Physician 





Do 


T ha 


for th 
eatery 
get it. 
barber 
parlor 
senger 
But, 
Mos 
establi 
in cer 
though 
this 
times 
a ticke 
usuall 
perhay 
avoid 
comme 
Tip 


ever, 


Novem 


lan 


Resident Physician 





Don't Take That Tip! 


oe extra bit of change you leave 
for the waitress at your favorite 
eatery is called a tip. She expects to 
get it. So do taxi drivers, bell hops, 
barbers, shoe shine boys, beauty 
parlor attendants, porters and mes- 
senger boys. 

But, not doctors. 

Most of us recognize tipping as an 
established American custom, at least 
in certain trades and services. Al- 
though we may occasionally feel that 
this “voluntary” offering is some- 
times about as voluntary as buying 
a ticket to the Policemen’s Ball, we 
usually go along with the thing, 
perhaps because we would rather 
avoid any dirty looks or sarcastic 
comment reflecting on our thrift. 

Tipping in the professions, how- 
ever, is not a common thing. Cer- 
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tainly it is not a custom. In fact, if 
laymen were told that doctors in 
hospitals accepted tips, the majority 
would find it hard to believe. No, it 
is not a common thing; but. the fact 
is. tipping does go on in hospitals, 
private, charity. 
throughout the United States. 


Do residents accept tips? Most 


government and 


don’t. Some do. Few brag about it 
though. 

Of course, you didn't tip your 
professor in college. Nor did your 
father ever send you to school with 
a five dollar bill in your hand for 
the teacher. 

In fact, you were an exception if 
you even brought teacher an apple, 
or ever wrote so much as a “thank 
you” note to any of your professors 
and teachers. 
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Yet a few residents apparently be- 
lieve there is nothing wrong in ac- 
cepting tips from hospital patients, 
or a friend or relative of a patient. 


Pre-tipping 


Tipping usually appears in isolated 
cases; seldom is it part of a hospital- 
wide pattern. Hospital tipping is 
most often found at the level of ward 
Often it 


reaches the nursing staff. But oc- 


attendants or orderlies. 
casionally it shows up at your level, 
among the residents. 

To point out that a school teacher, 
college professor or a resident phy- 
sician can use the money is to state 
the obvious. There are few people 
in the world who can’t make good 
use of five dollars, or fifty cents for 
that matter. 

But a tip represents a_ special 
kind of money. The dictionary de- 
fines it: “. .. a small money present, 
a gift. a gratuity for services ren- 
dered es es 

What the dictionary does not say, 
but what is quite often the case, is 
that a tip can be a bribe for future 
services. 

It is in this area, particularly, that 
the hospital tip becomes a real dan- 
ger to the resident, the hospital, and 
the profession. 

A tip offered and accepted during 
the patient's stay in the hospital may 
represent payment for service not 
yet rendered. 

Somthing is owed. 

This “pre-tipping” means a favor 
is implied: extra visitors, a breach of 
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visiting hours, more time spent with 
the patient by the doctor—or any 
number of odds and ends of special 
privilege. 

There’s a further implication that 
the resident’s time and skill can be 
bargained for among the patients 
the highest tipper presumably ¢ 


get- 


ting the best attention. 


Case in point 


One pediatrics resident described 
his experience with pre-tipping this 
way: 

“T had never given much thought 
to it since no tip was ever offered to 
me; until recently, that is. I was 
talking with a father whose little girl 
had been admitted to the hospital 
the day before. As he turned to leave. 
he shook my hand and pressed $10 
against my palm. He said. ‘Be nice 
to her doctor. She’s all we have.’ 

“IT was embarrassed, didn’t know 
quite what to do. But I did know 
that I could not take the tip. The 
father 
courage me to be extra nice to his 


believed his tip would en- 


daughter. He was right. Had I kept 
the $10 tip, I think that even without 
intending to offer any special atten- 
tion, I would have felt more or less 
obligated to do so.” 

This father was thinking only of 
his daughter . . . naturally. He was 
probably unaware of that principle 
which guides all hospital physicians: 
all patients should get attention and 
care as needed; not by the dollar's 
worth. 

Most would-be-tippers don’t con- 
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sider—as the resident must 

that any extra attention 
given one patient would 
have to be borrowed from 
another who hadn't paid off. 

How did this resident re- 
turn the money? 

“Politely. of course—and firmly. 
I didn’t thank him, but I told him. 
with an attempt at a smile. that his 
little girl would get the best care 
possible and that I'd watch out for 


her.” 


Why not? 
How about tipping “after the fact?” 

Most residents have seen heartfelt 
expressions of gratitude by hospital 
patients to hospital staff members. 
Often it is a pretty strong emotion: 
sometimes the patient cant even 
voice a simple “Thank You.” feeling. 
perhaps. that words can’t convey his 
ictual teelings. 

But the patient’s hand. being in 
some cases quicker than the tongue. 
may find its way to pocket. clutch at 
a bill or two and. here it comes . . . 
Your tip. 

Ever had that 


would vou do? 


happen? What 

Well. if you’re one of the great 
majority of you'd find 
some kind way of refusing. 


residents. 


To say you would not take a tip 
because “it’s an insult.” (and it may 
well be) or because “it jus! isn’t 


done.” is not a complete answer. 
A principle 
There’s a bit more to it than that. 


There are principles which dicta‘e 
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whether or not a tip is ever proper 
in any profession. 

The hospital bases its service on 
these principles. So do you. The first 
principle is: The patient must al- 
ways be our first concern. 

The hospital is acting in the pa- 
tient’s interest when it makes rules. 

And it is acting in the best inter- 
ests of medicine when it sets up a 
rule which prohibits the acceptance 
of tips by anyone in the hospital or- 
ganization. 

You're in a profession: your serv- 
ices are available to the hospital and 
to the patient. The understanding is 
that you are in training. acting under 
supervision of an attending and a 
hospital chief. Someone may or may 
not be billing the patient. This is 
not your concern. You are an ap- 
prentice at the moment. One day 
you will be the senior. have your 
patients, set your fees. But now you 
are on a_ stipend, one which all 
hospitals agree is in no way in- 
tended as a measure of your value 
or of the extent of the actual service 
you provide, Yet. this stipend is in- 


tended to be the sum total of youn 
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income from hospital medicine at 
the moment. 


Rules 
Actually most hospitals lave rules 
which are quite specific on the ques- 
tion of tipping. 

For 


hospitals come under city ordinances, 


example, many municipal 
which forbid any city employe from 
accepting a tip. If you are a resi- 
dent in a city hospital, these ordi- 
nances include you. 

There is probably a rule in your 
hospital which covers this situation, 
even if you aren't aware of it. You 
might check up on this point. 


Not money 


Off the record, many hospitals are 
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bottle of 
necktie, book or similar item is some. 


aware that a scotch, 4 
times given to a resident by a patient 
leaving the hospital. And most hos. 
pitals couldn’t care less. They reason 
that this isn’t money; it is honestly 
and openly a gift. And it’s not of- 
fered as a tip—in the dictionary 
definition of the word. But even here, 
most hospitals would prefer the gift 
be presented to “the staff” rather 
than one specific resident. However, 
no hospital will permit you to accept 
a money gift or its equivalent (se- 


curities. war bonds etc.) from the 


patient, or patient’s relatives or 
friends. In fact, many hospitals 
would discharge you immediately 


were they to learn that you had ae- 
cepted money. 


Hospitals report 


ResipENT Puysictan asked a number 
of hospitals around the country for 
their comments concerning rules on 
the acceptance of tips by the hospital 
staff. 

With but two exceptions, directors 
of hospitals contacted stated that 
they had such rules. The two ex- 
ceptions, while having no written 
rule, prohibited tipping as a matter 
of hospital policy. One replied as 


follows: 
“There is no written rule regard- 
ing tips. Employees, interns and 


residents are informed that they are 
not to accept tips. However, there 
is no rule against leaving a gift, such 
as a box of candy for the nursing 
station, flowers ete., provided it does 
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not go to any single individual.” 
A section of the 
Charity Hospital of 
New Orleans, 
. shall not solicit or receive re- 


regulation of 
Louisiana at 


“ 


reads residents 
muneration for any service rendered 
in or out of the hospital. except when 
on official vacation.” 

One administrator, director of a 
large midwestern hospital, stated that 
“tips for service of any kind in hos- 
pitals are distinctly out of place. We 
feel that all patients are entitled to 
the best. 
whether they are fortunate enough 


equal service and only 
to have money to tip or not.” 

Johns Hopkins hospital reported 
that “members of the resident and 
nursing staffs are noi permitted to 
accept gratuities from _ patients 
treated in this hospital.” 

Peter Bent Brigham hospital in 
Boston: “It is absolutely against the 
policy of this hospital for any mem- 
ber of its personnel, professional or 
non professional, to accept gifts or 
An article in 
the by-laws of Peter Bent Brigham 
states: 


tips from patients.” 


“no fee or gift from patients 
in the public wards or outpatient 
department. or from his relatives or 
staff 


em- 


friends. may be received by 


members, officers, pursers or 
ployees of the hospital. No gift o1 
gratuity may be received from 
private or semiprivate patients by 
officers, nurses or employees.” 


The 


Medical Center replied: —‘“we dis- 


University of California 


courage such gratuities at the Uni- 
versity of California hospitals. Thus 
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far, the great American custom of 
tipping has not come into practice 
in hospitals as it has in hotels and 
we are fundamentally opposed to 
the acceptance of tips in a hospital.” 

One northeastern hospital stated: 
“It is our feeling that such tipping 
becomes a very vicious habit and 
interferes seriously with the relations 
of the hospital with the patient. It 
is our policy that no tips should be 
accepted by any personnel of this 
hospital.” 


Prohibited 


Leroy R. Director of the 


County of Los Angeles General Hos- 


Bruce, 


pital, Department of Charities, re- 
ported as follows: 

“The acceptance of tips by em- 
well as other 


ployees at this as 


institutions or services of county 
government is specifically prohibited 
by the County Administrative Code.” 


Section 69 of 


reads as 


the code 























NO EMPLOYEE OF THIS 
HOSPITAL OR MEMBER OF THE 


OR FRIENDS OF PATIENTS 
TREATED IN THIS HOSPITAL. 
FAILURE TO OBSERVE THIS 
RULE WILL RESULT thy DISCI- 
PLINARY ACTION FOR THE 
VIOLATOR. 


Y : Spat 








RESIDENT OR NURSING STAFF IS 
PERMITTED TO ACCEPT GRATUI- 
TIES FROM PATIENTS, RELATIVES, 








UPERINTENDENT [: 








follows: “No officer or employee of 
the county shall charge, request or 
receive for his own use any fee. re- 
ward or payment of any kind from 
any person, firm or corporation for 
any services rendered by him as such 
officer or employee; or rendered 
during his office hours or hours of 
work for the county any service to 
anyone other than such services as 
he is employed by the county to 
render.” Being in a civil service 
jurisdiction, the penalty for viola- 
tion of the rules and regulations of 
that agency of the county or the 
County Code or ordinances is “sus- 
pension and/or separation from serv- 
ice, regardless of status.” 

“We have had no problem of the 
offering or accepting of tips, re- 





wards, gifts ete. Occasionally. when 


some well meaning citizen writes an 
employee. enclosing a check. money 
order or cash in gratitude for some 
service performed on his behalf or 
that of a friend or member of his 
family, this is turned over to the 
Medical Research Fund of the At- 
tending Staff Association for general 
use in research.” 

Mr. Bruce added: 

“It is my personal opinion that 
no person, regardless of his position, 
engaged in the care of the sick and 
injured should accept any gratuity 
offered, either for services rendered 
or in anticipation of better service 
than should be routinely provided 
for everyone alike. The compensa- 


tion paid by the employer or the fee 
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charged by the hospital or the phy- 
sician should be accepted as the full 
remuneration for such services. If 
the solicitation of tips, or the ac- 
ceptance thereof if offered. is con- 
doned in a hospital, the standard of 
service to the public at large is 
placed in serious jeopardy.” 


Harmful influence 

It has been demonstrated that tip- 
ping can be an insiduous and harm- 
ful influence on staff and patient 
morale and even on the quality of 
patient care. 

For example. in one hospital re- 
cently, tipping of orderlies and 
nurses approached the proportions 
of a requirement for satisfactory 
care of the patient. Those on the 
staff who refused to accept tips be- 
came demoralized with the bitter- 
ness that permeated the wards. 

Finally, an attending physician 
happened to come across a_bed- 
ridden diabetic in extreme pain. He 
asked why the patient had not called 
for a urinal, the patient’s answer 
stunned the doctor. “I don’t have a 
quarter.” 

In this hospital. the tip had be- 
come a fee for a performance of 
service, 
effect on the 
patient-staff morale can often be a 


The detrimental 


serious obstacle in the path of good 
hospital administration. 
One teaching professor remembers 
his tipping experiences this way: 
“I did occasionally accept liquor. 
a ticket to the fights and a ball 
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game, and once, a ten dollar bill 


sent through the mail with no re- 
turn address. But I never accepted 
a money tip during a patient's stay 
at the hospital. Nor did I ever ac- 
cept any kind of a tip which I could 
return without causing great em- 
barrassment to the giver.” 

“If I am offered a tip.” said one 
senior resident in medicine. “I first 
tell the donor that as much as 1 
appreciate the gesture. I cannot ac- 
cept it. If he insists. I tell him that 
if he must do something. he can 
make a check payable to the house 
staff fund: and mail it to the hos- 
pital. not to me.” 

Sometimes it is not easy to refuse 
a tip. As this resident put it: “Some 
patients make it pretty tough. They 
sometimes will say something to the 
effect that they are not trying to 
pay you. that it’s simply ‘a small 
token of appreciation.’ ” 

You can of course refuse. but it’s 
not easy to do it. Even if you don’t 
feel you should take it. it sometimes 


Isl 











seems easier not to hurt somebody 
who is genuinely trying to help.” 


Non-money gifts 
What about gifts that do not take 
the form of money? 

Many patients would not offer a 
money gift. feeling that you might 
resent it or be insulted or otherwise 
embarrassed. So, sometimes they mail 
you a small present later, after they 
are out of the hospital. (Although 
human nature tends to limit thanks 
to the immediate moment or not at 
all.) 

Whether or not to accept a non- 
money gift is pretty much up to you. 
You have to draw the line as to 
what you consider a “too expensive” 
cift. 

One physician put it this way: “If 
the resident feels that a gift is some- 
thing that he can turn around and 
sell for more than a few dollars. he 
ought to refuse it with thanks.” 

But there is no rule on this. The 
resident's own sense of what’s right 
or wrong will serve him—just as he 
will know when, by refusing a gift. 
he would hurt the donor far more 
than acceptance could hurt the resi- 
dent’s self respect or that of his 


colleagues. 





Unscrupulous people operate wit). 


in every profession even medi- 


cine. Some people ignore ethics 
when it suits their convenience. 


Medicine is not immune to this 
“rotten apple” contingent. But. don’t 
play peekaboo with your ethics by 
accepting tips. 
temember, the high standards 
which enabled American medicine to 
rise to the top of the professions and 
win the esteem and confidence of 
people the world over Was obtained 
only after a long period of sacrifice 
and dedication by the many great 
men of your profession. You will be 
wise not to jeopardize the future of 
your profession by the temporary 
exigencies of your residency situa- 


tion. 


A firm stand 
The case against tipping is strong. 
so strong that all residents might 


well think 


and take a firm stand now 


about their own views 
before 
it happens. 

Keep in mind what one old pro 
in hospital medicine told us recently: 


“The 


never regrets doing so. But the resi- 


resident who refuses tips 


° . { 
dent who accepts a tip will always 


wish he hadn't.” 





Movine Soon? Drop a card to United Van Lines, Inc., Dept. A, 


St. Louis 7. Mo. 


is free, contains stickers, 
booklet of packing tips. 





Ask for their “Pre-Planning Kit.” 
labels, 


The packet 


removal notices and a special 
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Equipping the 


Internist’s 


r 


hat equipment is needed by the 
internist who is completing his resi- 
dency and 
office ? 


ResipDENT PHysIciAN recently put 


preparing to open an 


this question before a number of 
practicing internists. Cautioned to 
keep in mind that cost was an im- 
portant factor for the new man start- 
ing out, many responding internists 
described some of the costly mis- 
takes they had made when equipping 
their own offices. 

Based on their experiences, this 
article is presented as a_ general 
guide for those residents who will 
soon be equipping their own offices 
for the practice of internal medicine. 

Though such things as decor, style 
and layout of an office are best left 


» the individual taste of the phy- 
sician (or his wife), the resident 
would be wise to visit an office equip- 
ment firm since many offer a free 
consulting and advisory service. Some 
will even furnish your entire office 
on the cuff 


rates, 


and at reasonable bank 


There are two ways in which a 
resident can help himself avoid mis- 
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Second of a series 
on various specialties 


Office 


takes: 1) consult an office equipment 


company which maintains an ad- 


visory staff having experience in 
equipping doctor's offices, and 2) 
make a tentative list of equipment 
items you think you'll need immedi- 
ately—together with cost estimates. 
Waiting room 
Since the practice of internal medi- 
cine deals primarily with adult pa- 
tients, the depredations of galloping 
juveniles need not be considered by 
the internist when choosing his wait- 
ing room fixtures. furniture, and 
floor covering. (Now aren't you glad 
youre not a pediatrician! ) 

In other words your waiting room 
“kid-proofed” with 


everything done in plastic, steel and 


need not be 


concrete. Instead, you can make 


your waiting room comfortable. 
soothing, with a bit of luxury—but 
not gaudy. Keep in mind that wall 
color, furniture, floor, even the pic- 
tures on the wall should be chosen 
with the idea of a calm and relaxed 
atmosphere—not exciting or stimu- 
lating. 

indicated — they 


Some _ internists 











favored a homey atmosphere, others 
felt a functional, business-like. pro- 
fessional-looking set-up was best. 
All agreed that carpeting (not 
lincleum, tiles, etc.) was necessary 





. . if not throughout the office. at 
least in the waiting room. Carpeting 
certainly adds dignity to any room. 
This, plus the quieting effect which 
carpeting has on a room. makes it 


well worth its greater expense as 
compared to other types of floor 


covering. 

Carpet cost, of course. depends 
pretty much on the size of the room 
and the quality of the carpet. A 
neutral shade (easier to keep clean) 
of good quality wool or blended fiber 
would run from $8 to $13 a square 
yard or about $125 for a 9x12 room 
covered wall to wall. Since the aver- 
age waiting room of the internists 
this. the 
average carpet cost, plus under-pad. 


surveyed is larger than 
ran to $220 among internists polled. 

In commenting on chairs for the 
waiting room. few of the internists 
questioned had upholstered furni- 
ture. Such furniture. in their opinion. 


gathered dust. was difficult to clean. 
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was initially expensive, and not very 


durable. Plastic-covered wood led 
the field with leather-covered a close 
second. There is little to choose be- 
tween them except that leather costs 
more, while a wider variety of colors 
appears to be available in the plasti 
covering. 

Durability and ease of cleaning 
were the reasons given for the selec. 
tion of these materials over the over- 
stuffed or upholstered furniture. The 
cost of such chairs averaged about 
$35 each, with 5 chairs and a sofa 
being about the average number o! 
pieces. 

Two or three small tables are im 
portant since they serve the triple 
function of base ior 
table 


magazines, and a 


providing a 


lamps. a_ resting place for 


location for ash 
trays. Incidentally, never mind about 
the cute little ash trays suitable for 
a woman's bridge party. Get the 
man-sized jobs that'll keep cigarettes 
from ruining your brand new tables 
and carpet. Tables need not be ex- 
pensive. Well-designed wooden tables 
can be purchased from $25-$45 each. 

Table lamps add warmth to the 
room and can_ be 
under $40 each. Most internists ex- 
pressed a preference for the tabl 
lamp over wall fixtures or floor 
lamps. More intimate, and unclut- 


tered floor space were two reasons 


Consultation room 
The 


internist as for most specialists. per- 


consultation 


haps the most important room in his 
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office. Here the taken. 
Here the doctor and the patient first 


history is 


meet. And the first interview is often 


lengthy. So this room should be 
extra nice. Again the consensus of 
opinion was that a carpet is an im- 
portant addition, but not an absolute 
necessity. 

A desk. of course, is needed. The 
price of the desk will depend upon 
the style, size, and the material. In 
general the average price paid for a 
desk, according to our survey. was 
$150. But, this figure varied from 
$50 all the way to $500. One point: 
the desk should be large enough. 
contain enough drawer space for 
some of the hundreds of items the 
internist will want at his fingertips. 
perhaps, 


Even more important 


than a desk. are the chairs for 


patients and for the physician. Your 





chair should be picked primarily for 
your comfort. It will be your best 
Iriend and will be near you for many 
years. Try before you buy. Good 
chairs can be expensive. According 


to internists, the chair they thought 
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best. in some cases. cost as much as 
$250. 

The patient’s chair should also be 
chosen for comfort, but for the com- 
fort of the average individual. Our 
respondents indicated an 
cost of $75. 

One other chair may be necessary 
for the 


average 


friend or relative of the 
patient. This can be armless, but 
probably should be covered with 
the same material as the patient's 
chair. 

In choosing a desk lamp. care 
should be given that the light is re- 
flected 
patient's eyes. 


downwards, not into the 
A good desk lamp 
can cost anywhere from $25 to $50. 

\ bookcase may be a good idea in 
the consultation room. A bookcase 
is colorful, adds to the patient's con- 
fidence in the doctor. Bookcases can 
be purchased as a unit. The price 
quoted may be $75 or $100. Book- 
cases can also be custom built to fit 
odd-sized wall areas. 

A cabinet may be useful in your 
consultation room if there is space 
enough. Prices run in the neighbor- 
hood of $50 to $75. 


Examining room 

Most internists queried bought ex- 
amining room equipment in sets of 
three or four pieces; that is. an ex- 
amining table. a treatment cabinet. 
a treatment stand, a stool, and a 
sanitary can. Prices vary according 
to the type of equipment purchased. 
the materials, and the manufacturer. 
In general, a set bought new can 
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cost as little as $500. or as much as 
$1.000 or more, 

A good examining table can be 
$250 to 


price de- 


purchased new for from 
$800. The difference in 
pends upon the type of materials, 
decorations, and extra features pro- 
vided. Some internists, at the begin- 
ning, purchase an examining table 
second hand. A second hand examin- 
ing table in good condition usually 
can be purchased for under $100 
and an adequate re-finishing can be 
done for $25 to $30. 

\ treatment cabinet and a treat- 
ment stand may not be necessary 
right away. Perhaps money could be 
saved by using wall shelves or built 
in cabinets to serve the same _pur- 
pose. In either case, most internists 
reported they purchased the treat- 
ment stand for under $75 and the 
treatment cabinet for a similar price. 

Examining lamps vary from as 
little as $15 to as much as $260 and 
more; the difference depending upon 
the source of light, type of illumina- 
tion, and size. 

Whether or not you need x-ray 
equipment or a_ fluoroscope  im- 


mediately is a debatable point. 


Twenty percent of the specialists 
queried felt an x-ray machine was 
necessary even in the beginning 
practice. However, nearly 80% felt 
that a fluoroscope is required. A 
used fluoroscope can be bought for 
from $550 to $800. Of course, as 
with any used equipment, price is 
not as important as the good reputa- 
tion of the seller. A guarantee on 
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the tube is a minimum requirement, 
New fluoroscopes are available at 
prices from $1200 up. 
\ new 


x-ray machine will cost 


anywhere from $1.200 to $12.000, 





The wide price range indicates the 
many variations in size and ampere 
capacity of x-ray equipment. But, 
100 MA machines start at $3,000. 
If your future office is to be 
separated from your home, you can 
plan on having a refrigerator. The 
type is not as important as the size. 
In general the price of a new refrig- 
erator will run from $100 to $250 
depending on the style and volume 
of storage provided. A_ refrigerator 
should be small enough so it won't 
dominate a room, but at the same 
time it should be of sufficient capac- 
ity to store your requirements ol 
antibiotics and medicinals. 


Laboratory equipment 

For the beginning internist, in order 
to cut down expense, it would prob- 
ably be wise to gradually accumulate 
laboratory equipment instead of try- 
ing to get everything immediately. 
You should of course have equip: 
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ment sufficient for doing complete 
blood counts. urinalysis, and sedi- 
mentation rate. The cost here is 
small when compared with the in- 
come derived. A used microscope. 
can be purchased from $175 to $250. 
New microscopes run from $325 to 
$550. Other equipment needed for 
these tests can be purchased for no 
more than $65 or $75. 

A centrifuge will also be neces- 
sary. Be sure it has sufficient speed 
to do an accurate hematocrit since 
hematocrits and urines will consti- 
tute your need for a centrifuge. Cost 
may be about $50. 

Photoelectric colorimeters and 
other equipment to do blood sugars 
and other detailed blood studies are 
very useful and can greatly increase 
income for the beginning practice. 
Thirty per-cent of the survey group 
stated that they had such equipmen! 


when opening a practice. 


Electrocardiograph 

The electrocardiograph was “the 
most important piece of equipment” 
needed by the young internist ac- 
cording to 90° of those 
Most felt 


new. “This will be your best friend 


polled. 
it should be purchased 
in practice.” and. “It is the one item 
that will pay for itself in the first 
year or so” 
the EKG. 


Prices of 


are typical comments on 


an electrocardiograph 
vary according to design and type. 
About S600 seems to be an average 
price, 


On the question of basal metabol- 
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ism equipment, the internisis polled 
were split. About half felt BMR 
equipment was necessary to a begin- 
ning internist. The other 50% stated 
that they thought it can be _ post- 
poned for at least a year or two. In 
general, if the additional expense is 
not too great a burden. the equip- 
ment should be purchased at the 
beginning. since it is an important 
aid in diagnosis. The added income 
would probably make the initial ex- 
pense worthwhile. Prices range from 
$400 to $700. 
A diathermy machine was con- 
sidered an immediate necessity by 
20% of the internists surveyed 





however. here again expense was a 
factor. 

\ sterilizer or autoclave is a must. 
according to 95° of the = survey 
group. The majority felt it should 
be bought new since the price of a 
sterilizer (cast-bronze boiler. chrome 
exterior: $60 to $100 depending on 
the size) is small com- 
faulty 


relatively 
pared to the possibility of 
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electrical circuits in a used machine. 
Many recommended autoclaves; 
prices from $220 to $500, new. 

A scale should be purchased; 
price should be about $60. 

Other special instruments needed 
in the beginning practice of internal 
medicine are opthalmoscope,. a proc- 
toscope, and a sigmoidoscope. Most 
internist residents have already pur- 
chased an opthalmoscope at some 
time during their career. However. 
if a new one is desired, it can be 
purchased for about $50. About 70% 
of the group thought a proctoscope 
and a sigmoidoscope necessary at 


the beginning. 


Drugs 

According to our survey. 50°; stated 
that the initial stock of medicinals 
on hand for office use (not dispens- 
ing) cost less than $50. About 30°; 
stated that their outlay was $100. 
stated that they 
spent more than this sum. In gen- 


while only 20% 


eral, it should be remembered that 
the only drugs needed immediately 
are emergency items; such things as 
antibiotics, heart preparations, stim- 
ulants, etc. Other items can be pur- 
chased as one goes along. \ good 
rule here is to start slowly and build 
your drug supply selectively. How- 
ever. deterioration is not a problem 
since most dated items are return- 
able. 

The editors have attempted to give 
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our internist readers an overall view 
of the cost of outfitting the begin- 
ning office in internal medicine. 
Many items are omitted. Many offices 
can be (and are) much _ more 
elaborately equipped. Also. special 
consideration was given to price. In 
modern day merchandising. credit 
terms can be made so attractive to 
the young physician that in many 
cases it may be wiser to purchase an 
item now, on credit. rather than to 
defer it. 

We asked each member of the sur- 
vey group to give an approximate 
figure for the cost of outfitting his 
original office. The figure was to be 
complete, including any items such 
as typewriters, nurse’s desk, nurse's 
chair. filing cabinet, ete. which you 
may be able to do without. 

Some 20% of our group outfitted 
their offices for under $2.000. More 
than half spent $3.000 to $3.500 on 
their initial office equipment. Twenty 
percent stated that their offices cost 
between $2,500 and $4,000. and 5% 
reported costs of more than $4,000. 
increased 


Remember. prices have 


since internists surveyed entered 


practice. Therefore. a rough esti- 
mate would indicate that an office 
for the practice of internal medi- 
cine can be equipped for under 
$4,000; and. one or two larger items 
such as x-ray equipment, fluoroscope. 
and diathermy account for more 


than half this figure. 
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Preview: 


Your Military Service 


ry 
bike doctor draft is ‘still a going 
concern. 
And nobody needs to tell you that 
a great many residents are going to 
spend some time in the military. 
Perhaps you will be one of them. 
So here are a few items to keep in 
mind while awaiting the call-—things 
to do now to get ready. and some 
advice to help you get the most oui 


of your in-service experience. 


Get set 

Before you pack up to go into the 
service. you'd be wise to get a letter 
from the hospital in which you are 
Ask vour chief 
of service about this. The letter 


currently a resident. 


should contain: 

1. A statement to the effect that 
you've performed your hospital serv- 
ices in a satisfactory manner. 

2. A statement that you are wel- 
come to return at the same level 
or higher level—following comple- 
tion of your armed forces service. 

3. The amount of time you spent 
in the hospital—even as little as two 
or three months is significant. 


Next notify the following that you 
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are going into service and either give 
them an address or ask them to hold 
any material for you until you in- 
form them of your permanent mili- 
tary address: 

1. Specialty board 

2. Medical 
publishers 

3. Bank and post office 

1. Insurance companies 


journals and other 


Indoctrination 
In all services. medical officers re- 
ceive an indoctrination course (vary- 
ing from six to twelve weeks) be- 
fore going to a permanent assign- 
ment. This training course covers 
military procedures, military medi- 
cine. and an orientation in service 
life. There are formal lectures. dem- 
onstrations, and possibly field trips. 
\ big quesiion for you as a brand 
new medical officer is whether or not 
to take your wife and children to 
this first and temporary assignment. 
Although housing is limited at most 
indoctrination centers, if your wife 
would enjoy “roughing it” for a bit. 
it can be an enjoyable vacation peri- 
od. Motels are usually available: 
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prices are from $5 to $8 per couple 
per day. And there are often good 
restaurants and excellent entertain- 
ment facilities near these indoctrina- 
tion bases. 

Let’s put it this way: The indoc- 
trination course itself is easy. There 
is no homework necessary and hours 
are generally nine to five. You are 
off at least one and a half and some- 
times two days on the weekend. 

Also, since this may be the first 
time away from home with your wife 
since you started your residency. 
here’s your opportunity for an in- 
expensive second honeymoon. 

Most young resident couples have 
a wonderful time seeing the country. 
taking weekend trips. and ‘living it 
up in general. So, if there are no 
babes in arms, don’t hesitate to take 
your wife with you. 


Next assignment 


Don’t be too quick to give up your 
PS ¢ 


old apartment. You may be sent 








overseas for a while and you will 


want your wife to have some place 


to stay until she can join you. 


Moving 

Supposing you get a permanent as 
signment in the U.S.—or “state. 
side” as it’s called. In this happy 


event, your wife can go directly 
there from the indoctrination center. 
And, if you’ve been smart enough to 
leave a key to your pre-service apart- 
ment with a friend or relative, you 
don’t even have to bother going back 
home for your furniture and so forth, 

Movers and packers, completel) 
bonded, will do a fine job of getting 
your stuff out to your new station or 
base. All they need is a key to get 
in and they will pack everything 
including the kitchen disposal—and 
move it right to your new address. 

An important fact: Try to wire 
ahead to the billeting officer or call 
him personally. You may be able to 


get the guest house for a couple of 


=a 
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days or an opening on the base. 

Once there. take a few days to 
calm down and look over the area. 
Don’t take the first place available. 
Live in a motel or guest house and 
perhaps pay high rent for a week or 
so, Remember, you are going to be 
there for a long time and you will 
want something decent. So don’i 
make the mistake of grabbing the 
first apartment you hear about and 
signing a long-term lease. Most com- 
manding officers will give you a few 
days to scout around and get settled. 


Uniforms 

As far as your uniforms are con- 
cerned—buy only one outfit, just so 
youll be able to report in uniform. 
Don’t go into hock for a complete 
wardrobe of service clothing. You 
can always buy everything you'll 
quire at the post exchange or ship's 
store once you're located—it'll be 
cheaper this way, too. Remember. in 


a few weeks you may find yourself 
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slated for tropical or arctic duty. 
So wait until you know what you'll 
need before you load up with every- 


thing including a ceremonial sword. 
al 5 


Transportation 
Take your car? Yes—if you have 
one. (If you haven't, don’t expect 
to con one from the officer in charge 
of the transportation pool.) There is 
usually lots of traveling in service. 
Most army and navy bases are out- 
side city areas, and on nights and 
weekends. a car is practically a 
must to get around. If you get per- 
manent duty stateside, you'll want 
a car. Also, if you move from one 
base to another you can save a lot 
of money by taking your family with 
you rather then have them travel by 


commercial aircraft or train. 


Finances 
Although they try to get your uni- 
form allowance and your travel pay 


to you as soon as you arrive at your 
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first station. sometimes there’s a de- 
lay. Often you can get an advance 
to help with your expenses until you 
It is best 
however to have funds for at least 


get your first pay check. 


thirty days. 

How soon your wife can join you 
depends upon the area overseas you 
are going to. Some areas. almost 
immediately and some, if housing is 
limited, will take longer. The entire 
matter depends on the availability 
of government approved housing. 

Service pay is excellent (com- 
pared with a resident’s salary) and 
there will be a good chance to save. 


You will get a thirty-day vacation 
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period for each year of service. Re- 
member, on your last day in service, 
you will be paid for any vacation 
days not used, plus your regular 
monthly pay check. a bonus and 
travel pay to your home. This can 
total $1,000 or $1,500 and could help 
considerably in your first’ months 
of private practice or for continua- 
tion of residency. 


Keep records 


Keep a record of your stations and 
type of medical work performed; a 
regular form for this can be obtained 
from your commanding officer. Get 
the names and addresses of all con- 
sultants and chiefs of service. If you 
want specialty board credit, it will 
be necessary to get the names and 
addresses of people who have wit- 
nessed your work. 


Working hours 


Your hours of service will vary. The 
straight service day is from eight to 
five daily with half a day on Satur- 
day. You will be pulling Offices Of 
The Day (O.D.) depending on your 
specialty and the size of the hospital 
installation. There are two types of 
O.D.. surgical and medical. (A third. 
administrative O.D., is usually as 
signed to medical service corps oth- 
cers.) You will be assigned O.D. 
one night out of five to one out of 
ten. If you are a surgeon. O.D. may 
be one in two up to one in five 
nights. depending on the size of the 
hospital. 


Ata smaller base with fewer medi- 
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n 
_ When You Put on 
d 
h Your Military Uniform... 
p 
is 
” You are. of course, a physician. But in the service you will 
| carry the rank of officer. This adds to your obligations. Since 
1 you will associate strictly with officers. act like one. One of 
the responsibilities of an officer is to look the part. Dress 
d neatly and in proper uniform—all the time. This is a quick 
a way to gain the respect and cooperation of officers and 
d enlisted men in your group. 
*t 
1- Since your contacts with enlisted men will be on a medical 
u y) basis. keep your attitude professional. not buddy-buddy. 
I] 
ad | Many young military doctors make the mistake of treating 
t- 3 sick call as a daily convention of malingerers. True. many 
who come to you with minor complaints are looking to get 
out of a day’s work. Most are not. You'll soon get to 
recognize the chronics. Let them know you aren’t running a 
1e resort. 
to 
I- There are three ways to act toward enlisted men: too soft. 
df A. too tough, and the “proper” way—which falls somewhere 
ar in between. As a military doctor you aren’t expected to be 
al a disciplinarian, so don’t make it hard on yourself by trying. 
of Whatever you do. don’t act like a top sergeant or a rear 
d, | admiral—you're neither. 
S- 
h- pe You'll find many excellent nurses and technicians in the 
D 3) services. Take a little time to find out about their attitudes 
ol and their efficiency. Then. so there is no misunderstanding. 
A let them know what you expect, what you demand, and 
ve what you'd appreciate. There’s a difference and it’s only 
he fair that they know where you stand on things. 
? 
li- i 
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cal officers, you will pull O.D. more 
frequently. But there will be fewer 
personnel and the work involved will 
be less. 
Educational facilities are excel- 
lent. There is always a school that 
the services want to push you into. 
Of course. this “push” is directed 
mostly to regulars. not the two-year 
reservists. You can learn anything 
from food inspection to the latest 
Take ad- 


vantage of these courses. You may 


techniques in pathology. 
not get credit for them. 
but they will definitely add to your 


educational background. 


residency 


Ready to come home 

Six months prior to your discharge. 
start making your arrangements to 
continue residency. A letter to your 


former residency hospital (with a 
reminder of their offer to take you 


back ) 


However, if they have no opening. 


should settle the matter. 
get busy writing to other hospitals. 
Since other residents are going into 
service all the time. chances are 
good that you'll be able to move into 
a vacant much 


spot without too 


trouble. But don’t wait until your 


last service day to find out. 


Military asset 
The biggest asset of military serv- 
ice is the feeling it should give you 
of a debt partially paid back. As 
“We all 


resident put it: 


one owe 
this nation far more than we can 
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ever 


repay — but 


serving in oul 
armed forces is one way to try.” 

If a resident goes into the service 
with a chip on his shoulder, he'll 
have a lot of company. But it’s 
preity obvious that he'll be cheating 
not only his Government, but him- 
self as well. 

Your military tour can be enjoy- 


able and profitable from many points 


of view . so leave your gripes al 
home and work hard to meet the 


high standards of medical service in 
the armed forces. In this way. you'll 
learn a lot, and you'll also be able 
to look back on your tour of duty 


with pride instead of regret. 
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Clinico—Pathological 


Conference 


Number two of a series from leading medical centers 


New York 


University-Bellevue Medical Center 


Post 


Graduate Medical School, Department Of Medicine at 
sellevue Hospital, Fourth Medical (N. Y. U.) Division 


Patient W. J. L. 


This was the first Bellevue Hospital 


admission of a 50-year-old white 
male, married policeman. 

CC: Vomiting—two months. 

P.J.: Beginning seven months prior 
to admission, the patient noted the 
onset of malaise, weakness. fatigue 
and anorexia. Associated. was a 
cough productive of clear mucus: no 
Shortly 


began to have severe headaches in 


hemoptysis. afterward, lhe 
the morning relieved by black coffee. 
He developed morning nausea and 
occasional vomiting approximately 
two months prior to admission. 

Five weeks prior to admission. he 
was told of severe hypertension by a 
local physician and was admitted to 
a local hospital. Findings there in- 
cluded: BP 220/110, pale tongue, 
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the lungs 


and bilateral, low grade papilledema. 


dry skin, moist rales in 
Retrograde pyelogram was normal 
and chest x-ray showed cardiac en- 
largement and pulmonary congestion. 
Urine specimens showed S.G.. of 
1.003-1.014 with marked albuminuria 
but no formed elements. Hemoglobin 
was 9.5 gms, Creatinine 5.5 mgm‘ 

A/G 3.8/2.7. CO2 C.P. 
17 Vols“. He was placed on a low 


Protein with 


protein diet with normal CHO and 
Fat 


the time of discharge, 2 weeks p.t.a.. 


without sodium restriction. At 


his Creatinine was 7.5 mgm.©; and 
CO2 35 Vol.cc. Papilledema had 


appeared to subside. Digitalization 
was completed with 2 mgm. Digoxin 
and a maintenance of 0.5 mgm. daily. 

P.H.: No history of previous renal 
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disease. heart disease, hypertension. 


tonsillitis. scarlet fever. No history 

of gonorrhea, syphilis. 

Systemic Review: Epistaxis several 
times in week prior to admission. 
Exertional dyspnea for eight 

months, denies paroxysmal dysp- 

nea, ankle edema, or angina. 

Loose stools for about five weeks. 

Weight loss about 10 Ibs. 

Nocturia 2-3x. No other G.U. 

symptoms. 

two children. 


Pi. Smoked 


Social: Married 
worked steadily until 
seven cigars daily. 

Physical Exam. T. 98.6, 
B.P. 210/88. 208/92. 
Confused, 


P. 80. R. 1 


Se) 
oo) 


lethargic. pale. dehy- 
drated male with a uremic breath. 
Head: EENT: Selerae pale. no ic- 
terus. Tongue dry and pale. Pupils. 


Ret- 


ina glairy. Bilateral blurring in- 


react L and A. Fundoscopic 


eriorly. Vessels narrowed with 
f ly. V | 


A/\ 


hemorrhage 


Flame- 


bilaterally 


marked nicking. 
shaped 
with hard exudate as well. 
Veck: Veins flat. Thyroid normal. 
Chest: Heart enlarged beyond the 
MCL in the 6 i.e.s. A2 accentuated 
and greater than P2. Sounds dis. 
Basal 


murmurs heard. No rubs or gallop. 


tinct. and apical systoli 


Lungs: Clear to p. and a. 


Rectal: 


low, guaiac negative. 


Prostate normal. Stool yel- 


Trunk: No c.v.a. or sacral edema o1 
tenderness. 
Extremities: No edema or cyanosis. 


Pulses good. 


Veuro: Equal and_ active deep 
tendon reflexes. Babinskis nega- 
tive. 


Hospital Course: 

1/10: Vomiting profusely, 2.000 c.c. 
glucose in saline given i.v. Crea- 
tinine 12.4 CO2 23 me. 

1/12: Vomiting. Blood 250 c.c. pet 


LABORATORY DATA 











Urinalyses 

D S.C pH Alb Acet. B WBC RBC Ott 

4/10 010 Alk. 300 ma Many Man Gran “ n 

4/2 010 250 mc Man Man Gra w 

5 010 400 Cc of WBC ’ w RBC 

4/10 Hb. 8.5 RBC 2.9 WweBC 0,000 TR 10P.8 ESR 63 26 

4/23 Hb. 10 RBC 3.7 0 

Chemistries 

4/10 NPN 180 CO. 23 m.e A/G5.1/1.8 Cho 264 BUNI77 N K | 
Creatinine 12.4 Cl.98 Ca88 

4/2 CO, 15.1 m.eq. Nail2! K3.7 Creat. 12.0 

5 CO, 2! Na !28 K5.4 Creat. 23.6 

Stools for blood negative. 

Mazzini negative 

Urine culture—Diphtheroids. 

Coomb's test negative. | 

E.K.G 4/10 and 4/28—Changes of left ventricular hypertrophy with occasional PVC 
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day as well as glucose in saline. 


Sedation (phenobarbital) added. 
Diarrhea marked. 

13: Output 1150 c.c. via kidneys. 
M/6 lactate used as 


Sodium 133. 


= 


indicated. 


4/21: The urine output has averaged 
750 to 1000 c.c. daily. Creatinine 
Sodium 121 


chloride 


12 mgm. m.eq. 


Sodium solution. two 
liters per day being given as well 
as supplementary sodium lactate. 
B.P. had dropped to normal levels 
hut was now 180/104. 

4/23: I 13] 


given to attempt de- 


Pathological Findings 
kidnevs 


moderately small (120 grams each) 
Histologically. 
they were profoundly changed. Al- 


\t autopsy, the 


were 


and finely nodular. 
most every glomerulus was partly o1 
completely hyalinized. The few better 
preserved glomeruli showed marked 
thickening of Bowman’s capsule and 
capillary basement membranes. Ar- 
terioles showed severe hyaline thick- 
ening: a few arterioles and portions 
of glomeruli showed frank necrosis. 
with fragmented nuclei and. in one 
or two instances, hemorrhage. There 
was general tubular atrophy and a 
mild acute and chronic inflammatory 
reaction. These are the pathological 
changes of malignant nephro-scler- 
OSILS. 


The patient’s heart was consider- 


crease in general metabolism. Cre- 


atinine 14 mgms. Urine output 


dropping to 575 c.c. daily. 


4/25: Pericardial friction rub heard. 
Bilateral pleural effusion. 

4/30: B.P. 180/110. Patient restless 
and dyspneic. 

5/1: Acute dyspnea, orthopnea and 
tachypnea. Pulse 160. Digitaliza- 
tion with slowing of pulse to 100. 
Creatinine 21 mgms.%. Na 128. 
K 5.4, CO2 21 m.eq./1. 

5/3: Patient expired suddenly afte 


an attack of vomiting with cya- 


nosis and dyspnea. 


ably hypertrophic (600 grams). He 
had fibrinous pericarditis. which is 
a not infrequent manifestation of 
uremia. The fact that some degree of 
heart failure was present was sug- 
gested by the finding of mild anas- 
arca. 

The clinical course—characterized 
by a progression from good health. 
with no knowledge of hypertension. 
to death in uremia eight months later 

is that of malignant hypertensian. 
About 10% of patients with essential 
hypertension die in uremia: not all 
of them, however, show the rapid 
progression of the “malignant” dis- 
ease. In general. those who do not 
have clinically “malignant” disease 
fail to show the necrosis of renal 


arterioles found in this patient. 


Case presented from the wards of the Fourth Medical 
Division, Bellevue Hospital, Dr. Charles Wilkinson, Dir. 
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The Column 


and the Pyramid 





Last month, RESIDENT PHYSI- 
CLAN 


survey of 


the results of a 
1,000  resi- 


dents on the question: “Which do 


presented 
more than 
you like best, the columnar or the 
pyramidal 

The 


favored the columnar system con- 


residency system?” 


number of residents who 


stituted more than 70% of those 
surveyed. Most expressed their an- 


tagonism towards the pyramidal 
system in rather strong terms. 

In this article, department heads, 
professors in teaching centers and 
key administrative personnel in 
throughout the United 
States have given RESIDENT PHY- 


SICIAN their opinions on the same 


hospitals 


question. 


| he majority of professors agreed 


with the 





favored the 
column over the pyramid. 


residents; 
In many cases, their reasons for 
putting the columnar residency sys- 
tem over the 
differed 


residents. 


pyramidal system 


from those advanced by 
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Also. a greater percentage of te- 
plying professors emphasized that a 
combined type of residency offered 
overall 


excellent possibilities for 


resident training, while providing 
a “fairer” system for all concerned. 


Many 


tion in the 


scored the bitter competi- 
pyramidal programs. 


head, 


nationally known in’ obstetrics and 


Commented one department 


gy necology : 


“T feel very strongly about the 
columnar type of residency as the 
only humane method. The various 


uncertainties and the debilitating 
rivalry of the pyramidal system give 
bad results.” He went on te report: 

“On my service, I appoint two 
men from our more than 30 interns 
to remain with me through a fou 
year residency. In addition. | take 
1] on as assistant residents for one 
year, but they are told in unequi- 
vocal words that they are not candi- 
dates for the four-year positions.” 

The head of a large midwestern 
clinic replied: 

“T am one of those who favor the 
columnar type of residency system 


for the training of surgeons. Real- 
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izing that the pyramidal type does 
have certain advantages for the in- 
dividual who may attain the pin- 
nacle, I still 
columnar system offers a 


believe that the 
better 
educational experience for the great- 
er number of those who seek surg- 
ical residencies.” 

This surgeon also answered the 


question of competition: 


Competition 


“Competition can still be main- 
tained in the column and the out- 
standing man awarded the position 
of senior resident for at least six 
months. The provision of a grad- 
uated four year residency for all 


those who start such training 


an 
also be facilitated by farming out 
residents to institutions which have 
no Ceuncil-approved residency pro- 
gram. 

“In an ideal system. the surplus of 
first and second year residents can 
be drained off into the surgical spe- 
cialties. I of course realize that in 
many institutions, particularly in 
training for gynecologic surgery. 
general surgical training is not pro- 
vided the surgical sub-specialties. 
Nonetheless I feel that should be 
the goal. The Veterans Administra- 
tion hospitals. of course. help solve 
the problem in a number of teach- 
ing centers.” 


Security 
The director of medical education 
at a large teaching hospital in the 


Northeast had experience with both 
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column and pyramid types of 
residency programs. 

“For several years following the 
end of World War II, our hospital 
had a mild pyramidal system. In the 
past five years, however, we have 
changed to the columnar type of 
residency in most of our depart- 
ments. I personally prefer the 
columnar type of residency because 
a young man can continue his pro- 
gressive training with a reasonable 
sense of security in the knowledge 
that he will not be let out to seek 
a position elsewhere just because of 
a ‘system’.” 

He also pointed out one objection 
to the columnar system. “My only 
objection to the columnar system in 
residency training is that occasional 
ly one finds a young man who does 
not work to the limit of his capacity 
or may even exhibit ‘lazy tendencies’ 
because there is not the spirit of 
strong competition. We have had 
very little trouble with our columnar 


greatly 


= 


type of residency and I am 


in favor of it.” 


Both have advantages 

An internationally known professor 
of surgery at a midwestern univer- 
sity hospital, and who is also de- 
partment head of anesthesiology. had 
this to say: 

“I believe each system has ad- 
vantages, and I think that we can 
not make a blanket statement that 
one system or the other is complete- 
ly and truly better. It would depend 


on the institutions concerned. the 
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availability and obligation of train- 
ing residents, the work load of the 
hospital and the need of the com- 
munity. 

“There is no doubt in my mind 
but that the pyramidal system makes 
for better excellence for those who 
reach the final stage. Also, because 
of competition, there is a_ real 
tendency to improve the entire sys- 
tem. However, one of the important 
things to consider is what happens 
to those who are droppad by the 
viciousness of this competition? Do 
they then go out into the local com- 
munity. practicing a more inferior 
brand of medicine, or do they then 
seek other residencies? The pyra- 
midal system which would place 
these men that are eliminated into 
other residencies or permit them to 
compete, in a subsequent year, with 
others, would eliminate some of the 
objections to this system.” 


170 





Combination 


This teacher also suggests modifica- 
tion of the columnar and pyramidal 
systems with the idea of combining 
advantages of both. 

“In some ways, it may be better 
to have a combination of the col- 
umnar and_ pyramidal systems. 
wherein for every ten men selected. 
five would rotate through the senio1 
service and the other five would be 
farmed out to affiliated institutions. 
This system also is not without its 
inherent undesirable qualities. 

“T think from the standpoint of 
the community as a whole. the col- 
umnar type of residency is desirable 
where conditions are favorable. In 
my own institutions. IT use the col- 
umnar system with the excepticn 
that if someone is not satisfactory. 
he is dropped from the residency. 

“From this group, certain  indi- 
viduals are picked as senior residents 
which permits them to get mor 
advanced and more complete train- 
ing than some of those who are not 
as productive.” 

Another educator felt that some 
sort of a compromise is necessary to 
best solve the residency training 
problem. He reports as follows: 

“With regard to different types of 
residencies, | have very firm con- 
victions that a compromise is e+ 
sential. The columnar type of resi- 
dency is the best for the boys and 
the pyramidal type is the best fot 
the hospitals. However. I am_ in 
strong favor of the columnar type 
for the last three years of a four 
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year residency and the last two 
years of a three year residency. 
Longer observation 


“| think it is practically 
ble to chose the best men when 


impossl- 


the staff has seen them only in the 
first half of their internships. I feel 
it is important to everyone to be 
better acquainted than that. After 
one year of assistant residency the 
capabilities and characteristics of 
these gentlemen become apparent 
enough so that a fair and accurate 
choice can be made. Then the men 
can be appointed and be assured 
that their next years of training will 
not be discontinued before being 
able to fulfill the board requirements. 

“In writing about this to the resi- 
dents, | would stress the fact that 
it is much fairer to them that a man, 
chief resident, be 
selected during the second year of 


chosen to be 


training instead of from the intern 
group. They will recognize the fact 
that certain super-salesmen may be 
able to impress the staff favorably 
for six or eight months and receive 
an appointment for the next four 
years. Others of the same group may 
deserve it much more and would be- 
come well enough known in a year 
and a half to receive proper con- 
sideration.” 

In the surgical specialties, the 
differences between the column and 
pyramid residency is perhaps felt 
more strongly than in other branches 
of medicine. The medical superin- 
tendent of one of the largest teach- 
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ing hospitals in the country had this 
to say: 

“The surgical staff of our hospital 
has always advocated the columnar 
type of residency program. We 
have witnessed, over the years, many 
excellent men, forced out of their 
residency program, who seek to com- 
plete their services in another or- 
ganized hospital. It is exceedingly 
dificult for these men to be ac- 
commodated and many of them be- 
come definitely frustrated.” 


Careful selection 


This administrator also feli that the 

improvement and excellence of a 

columnar residency is partially in- 

sured by careful choice of residents. 
“We believe in selecting the best 

men available to begin 

with. We have almost 

limited our choice in 

surgery to the men 

who have served their 

internship at our hos- 

pital. Some of the other 

services. however, do 

make the selection 

from candidates of 

other institutions. I be- 

lieve it far more im- 

portant to select the 

best men and then, if 

they fail during the 

residency program, to 

separate them from the 

service. In this proce- 

dure, of course, there Sie 

must be a definite rea- nN 


a ) 
son for separation. eZ Sa 


171 









































He “With 


gram we have found all residents 


concludes: 





this pro- 


work hard, care for the patients, 
and obtain a fine education in their 
chosen specialty.” 

Another surgeon, whose own back- 
ground includes both the columnar 
and pyramidal systems. made. this 
report: 


Column 

“I firmly believe that if the proper 
selection is possible, the columnar 
type of residency is preferable. This 
type of program gives the youngest 
the incentive to better himself in all 
ways, with an eye to the future when 
he will become chief resident. It is 





sort of reward and guarantee for 
efficient services rendered. | am 
speaking now only of surgical! train- 
ing. since that is the only phase of 
the problem I know anything about. 

“Under this type of system the 
chief resident should be given prae- 
tically a free hand in the running of 
the service. The attending should be 
his consultant in addition to the 
routine rounds, ete., which the at- 
tending would normally be expected 
to make. The chief resident will be 
allowed to remain in the senior posi- 
tion for an extra year if he felt that 
he needed it either for board credit 
or personal confidence. 

“He should not be allowed to re- 
main in this senior position for more 
than an extra year because it would 
antagonize the men in the _ lower 
echelon. The entire period of train- 
ing should be at least four years so 
that when the resident finishes his 
period of training, he is automatical- 
ly eligible to take his 


examination and need not have to 


specialty 


seek additional training for qualif 
cation. 


Definite system 


“I further feel that the residency 
system in surgery should instill in 
the resident a surgical techniqu 
which will categorize him as having 
received his training under a defini! 
system. By this I mean to imply that 
a surgeon who has been trained in 
tensively by well known centers sucli 
as Mayo, Lahey, or Ochsner Clini 


can be classified as to their source o! 





Resident Physician 





trai 
whe 
the: 
dist 
or ¢ 
sur} 
ind: 
tem 


ope 


per. 
doe: 
surs¢ 
an ¢ 


situ 





" training by any experienced surgeon room and a competent surgeon does 











m who may have a chance to watch not have to stop to think which pro- 
n- these men operate. This is in contra- cedure is best in a given situation. 
of distinction to the self-trained surgeon The answer to the best procedure 
ii. or one who has attempted to master will come automatically to the 
e surgery by observing many different trained surgeon who has been guided 
C- individuals operate, and then at- by a master surgeon at the helm. 
af tempts to imitate all of them in one “I do not mean to imply that the 
be operative procedure. residency system, however good it 
he 5 “A trained surgeon need not ex- may be. will allow the residents to 
al- periment at the operating table; he do as they please. The chief resident 
ed does so in the laboratory. Too much should first be trained to the nth 
be surgery, | think, is being done with degree by the personal training of 
)si- an eve to what is best in this or that his senior surgeon delegated to do 
iat situation. Time flies in the operating the teaching. With this competent 
dit 
re 
_ From the department head of a well-known 
uld teaching hospital in the South: 
= “It is my impression that there is less dissatisfaction today con- 
at cerning the pyramidal system than there was fifteen or twenty 
wm years ago when the system first came into vogue. I think that the 
- shortage of residents and the increase in the number of residencies 
rd has taken care of this situation. 
- [ remember vividly. though. that when a man who had started 
ho | aresidency in surgery was cut off in his second year. he was out 
nal of luck as far as being a surgeon was concerned. He had nowhere 

| else to go to complete his training. Today. in our institution. if 

|} aman is cut off in his second year. he can go elsewhere to com- 

| plete his surgical training. 
7 | There has also been a definite change in attitude and policy 
! - concerning residents. In my day when places to train were fewer. 
os ated we had to compete with each other, we were picked by our chiefs. 
_ . . Today. those of us who are doing the training are being 
_ | picked by our residents. If we don’t give a resident what he thinks 
that } he is supposed to get. he leaves us and goes elsewhere. This is 
d in | particularly true in the fields where the number of residencies | 
— | exceeds the number of available people.” 
linic 
ce ol 
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Appropriate to an age of mental and emotional stress, 

EQUANIL has demonstrated remarkable properties for promoting 
equanimity and release from tension, 

without mental clouding. 

EQUANIL is a pharmacologically unique anti-anxiety agent 

with muscle-relaxing features. 

Acting specifically on the central nervous system. 

it has a primary place in the 

management of patients with anxiety neuroses, 

tension states, and associated conditions.'-2 

In clinical trials, patients respond with “. . . lessening of tension, 
reduced irritability and restlessness, more restful sleep, 

and generalized muscle relaxation.” 

It is a valuable adjunct to psychotherapy. 

Clinical use is not limited by significant side-effects, 
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Supplied: Tablets, 400 mg., bottles of 48. 
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training, the chief resident will then 
be in a position to carry a good part 
of the burden of training junior and 
assistant residents. This of course ‘s 
done by having the assistant resident 
act as first assistant to the senior 
resident during operative procedures. 

“I believe this program develops 
excellent surgeons in four or five 
years. It is a method which is 
followed only in selected areas of 
the United States. But when a resi- 
dent of this type completes his train- 
ing he is, I believe, a competent 
surgeon, trained in the best tradi- 
tions of American surgeons.” 

One professor of internal medi- 
cine in the Midwest felt that a 
modified system was more effective 


than a “straight pyramidal.” 


Modified pyramid 


“T doubt if there is a single answer 
which will tell what type of resi- 
dency is correct or better than other 
types. There is no question about 
competition being fierce and some- 
times a little sadistic in a program 
which is selective —and in which. 
theoretically, the fittest survive. I re- 
member our intern group at Johns 
Hopkins was perhaps more relaxed 
than usual because it was known 
that there were no positions avail- 
able at the assistant resident level. 
There was certainly no throat-cutting 
or knifing in the back. 

“Now, at our hospital. we have a 
truncated pyramid in that we take 
on eight and keep six for the second 
and third years of residency. Some- 
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times we have a person desiring but 
one year of residency. Then, of 
course, the problem is simplified. 
Otherwise we simply drop off the 
bottom two on the ladder; and it is 
ordinarily so obvious who they are. 
that I have not seen that it has 
caused much rocking of the boat. 

“Where one has an opportunity to 
select mature residents, it seems to 
me the columnar or truncated sys- 
tem is better than a straight pyrami- 
dal system. 

“Often the job of a chief resident 
is so much that of a handyman o1 
errand boy for the chief of the de- 
partment that I have not had a chief 
resident here at our hospital. We 
simply rotate one of the senior resi- 
dents through that chore and I think 
he gets plenty of administrative ex- 


perience in it. 


Pyramid 


The head of a famous ophthalmology 
service states: 

“It would be great if all residen- 
cies were the columnar type. but i! 
is my experience that in our depatt- 
ment of ophthamology we cannot do 
this for two main reasons: One, to 


help the younger men coming uy 
and two: the senior resident is 
anxious to get going and earning. In 
all fairness I must say that ou 
pyramidal residency works quite 
well, and I believe we turn out ex- 
cellent men with few exceptions. 

“We do have an ophthamology post- 
residency plan of further training 
in which a man becomes a fellow 
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and is permitted to spend six months 
to a year with the teacher of his 
choice on some definite subject per- 
taining to ophthalmology. This has 
proved of great value in selected 
cases. In addition. every once in a 
vreat while. a man who has finished 
his residency will stay on to do spe- 
cial work in the laboratories for an- 
other year. 

“On the whole, I think the pres- 
ent system here is working out well. 
but I would like to see steps taken 
to improve post-residency oppor- 
tunities.” 

\ pediatrics professor in a New 
England university said: 

“Most, if not all of the pediatric 
teaching centers have a columnar 
type of program. However. I feel 
very strongly that. from a_ philo- 
sophical point of view. the type of 
program is beside the point. This 


seems to me an individual matter as 
far as the individual who is plan- 
ning his residency is concerned. 

“Certainly I do not believe that 
any effort should be made to stan- 
dardize residency training programs. 
other than that they meet the 
minimum requirements necessary for 
the training of individuals in various 
fields.” 

So there you have it. The results 
of a survey of professors and 
teachers demonstrated that. as with 
residents, opinion is pretty much 
divided. Strong expressions are put 
forth in support of both pyramidal 
and columnar. 

Perhaps of most interest is the 
fact that a number of residents and 
professors feel that a straight pyra- 
mid and a straight column both have 
advantages which might best be com- 
bined in a modified system. 


Resident Physician invites comment and opinion of resident readers on any 


phase of this or other questions discussed in your Journal. 1f you have any 


subject which you believe would be of general interest to residents, we will 


do our best to present a broad discussion on your suggested topic. 





Internal Medicine Boards Orals 


Residents planning to take the 1956 oral examinations of the 
American Board of Internal Medicine in either New Orleans 
(Feb. 7-10), Los Angeles (April 12-14). or Chicago (June 
7-9) must have their applications in by January 3. 1956. 

\pplications for the New York City cral exam.. (Sept. 21- 


) 
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By Dr. Randolph A. Wyman 


Guest 
Editorial 


ls often the resident’s feelings in regard to the adminis. 
trator is that his main function is discipline. This. of } 
course, does enter into the function of administration; how- 
ever, it should be and is one of the minor aspects of the 
resident-administrator relationship. 

Unfortunately, many administrators’ contact with their 


residents occurs most often in matters which require ad- 





ministrative decision as to the right and wrong of a situa- 





al 


tion, or when complaints are made by relatives or friends 


Randolph A. of a patient. 

Nyman, M.D. The resident’s enthusiasm for his clinical work is an 
Wedical Superin- i : i 

endent, Bellevue accepted fact, but the administrator must likewise see that 


lospital Center ° ° ° . ° ° . ° ° 
he is happy in the institution in which he is working. He 


must see that proper provision is made for recreation; that 
his housing and living comforts are of a high standard: 
that he has freedom of expression in meeting with adminis- 
tration and pointing out various difficulties which he feels 
should be corrected. He should be encouraged to bring to 





the administrator his problems, not only in the care of pa- 
tients, but, in many instances, in his personal relations with 
the employees and other people within the hospital. A satis 
fied resident staff is one of the greatest assets to good patient 
care, and to making the patients’ stay in the hospital one | 
which he will remember with satisfaction. To accomplish 
this, the administrator must be “available” to the resident 
staff. 

His duties are such that he must decide fairly and im 
partially what is best for his institution in accordance with 
the rules and the regulations prescribed by his Board ot 
Trustees. the Medical Staff. and laws of the City and State 
as they affect the care of the sick. In many instances, there- 
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fore. he cannot accede to requests made by his resident 
staff for what they may consider just and equitable measures. 

Many residents complain of lack of equipment and can- 
not see why such items cannot be purchased immediately. 
Yet the administrator is faced continually with the prob- 
lem of remaining within his budget while providing equip- 
ment on a basis of necessity. The resident and his service 
are not alone in an institution. And all his actions have 
bearing on the other services involved in the care of the 


patient such as ancillary medical. dietary, housekeeping. 





lis- nursing. ete. 
of ) The administrator considers the resident an advanced 
ow- | student in medical education. The hospital must provide 
the educational opportunities that will aid him in reaching his 
goal of board certification. An adequate medical library 
\eir with modern texts and current periodicals is a must. The 
ad- resident must have access to record rooms so that he can 
ua- go over his charts. follow up his cases and make notes of 
nds interesting findings. He must be able to prepare papers for 
presentation to a journal club—and this must be encouraged 
an by administration as well as the Medical Board. 

that Economically, the residency has need of higher salaries. 
He More and more we are dealing with married residents and 
that the hospital must take cognizance of the married man’s 
rd: problems. of which his small salary is one. The problem 
inis- of finding rooms for the resident’s family in the neighbor- 
eels hood of the hospital or within the hospital grounds is an- 
ge to other of the difficulties faced by modern hospitals. Even 
pa- adequate parking space for cars is a problem that the ad- 
with ministration of the urban hospital must face in regard to 
atis- its resident staff. In some cases, the space available is not 
tient sufficient for any but the Visiting Staff. This causes a hard- 
one ff ship for the resident who feels that the hospital is his home 
lish and that he should have the privilege of parking his car in 

dent the immediate vicinity without extra expense. 
In working toward the solution of these problems. the 
im- administrator is aware that the residents of today are the 
with Visiting Staff of tomorrow. He knows. too, that the devo- 
d of tion and loyalty developed by the resident to his hospital 
State will help insure its traditions and make its services known 


here- and respected throughout the community and the nation. 
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A, the oldest hospital in the 


United States, Bellevue Hospital 
Center of New York City has been 
a major contributor to medical prog- 
ress and history for more than 200 
vears. Granddaddy of United States 
hospitals, it has attained a world- 


teaching, re- 


wide reputation § in 


search, and patient care. The name 


“Bellevue” is probably as_ well 
known, both in and out of the med- 
ical professions, as any other hos- 
pital in the nation. 

Partly because of the nation-wide 


New York City 


press. most lay- 


publicity given 


events in the daily 


Ten blocks of Bellevue flanked by new VA hospital (left) and New York Uni- 


versity-Bellevue Medical Center 


sical Medicine and Rehabilitation and an eight-story 


(right). The latter 


includes Institute of Phy- 


medical science building. 


ge ee ae Ce 




















The Bellevue administration building. 
An average of 1,000 major operations 
are performed each month at Bellevue. 
Major surgery is handled in shifts 


around the clock by ten operating rooms. 


men hear of Bellevue solely in con- 
nection with its psychiatric observa- 
tion of lawbreakers—or through its 
large census of emergency cases. 

Physicians, however, know Belle- 
vue as an integrated city hospital 
with facilities for treatment of all 
manner of medical, surgical and 
psychiatric cases. 


Big Bellevue 

Forty years older than the nation 
itself, Bellevue had its beginning in 
1736 as a six-bed infirmary in lower 
Manhattan and was a part of New 
York City’s public workhouse and 
jail. Later it was moved uptown to 
Belle View Farm. Today Bellevue 
is a giant institution with more than 
2,700 beds for the care of New 
York’s indigent sick. Yearly, some 
50,000 bed patients are admitted, 
most with acute diseases. In addi- 
tion, about 400,000 persons are 
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treated each year through extensive 
out-patient clinic facilities. 

In size, Bellevue now ranks among 
the first five general hospital centers 
in the United States. Weathered 
red brick and stone exteriors make 
many of the Bellevue buildings ap- 
pear unpretty indeed alongside its 
Yet. the 


quality of hospital care behind Bel- 


more modern neighbors. 


levue’s gloomy facade is as modern 
and advanced as can be found any- 
where in the world. 


Location 

Second largest of the 32 hospitals 
owned and operated by the Depart- 
ment of Hospitals of New York 
City. (Kings County Hospital has 
a slight edge) Bellevue Hospital 
buildings are located on a ribbon of 
Manhattan's East 
River and First Avenue; from 25th 
Street, north to 30th Street. Im- 
mediately to the south of this area 


land between 


known as “Hospital row.” is the 
new home of the Bellevue Schools 
of Nursing (associated with New 
York University College of Medi- 
cine) and the ultra-modern, 18-stor) 
Manhattan Veterans Administration 
Hospital which accepted its first 
patient in the Fall of 1954. 


School affiliations 

Teaching facilities and patient care 
at Bellevue are divided among 
four divisions representing the four 
medical schools associated with the 
hospital. These are: Columbia Uni- 
versity, Division I; Cornell Univer- 
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lateot data on Cf FeCtiveness 
of Furadantin 


brand of nitrofurantoin, Eaton 
Investigators: Findings: 
Flippin. H. F., and 
Kisenberg, G. M.: 
Antimicrobial Therapy in 
Medical Practice, 


Philadelphia, F. A. Davis 
Co., 1955, p. 40. 


Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 





13 acute cases: 6 appeared cured, 


Trafton, H. M., et al.: ~ 6 markedly improved, no relapses. 
New England J. Med. S o, ; - : 
252: 383. 1955 pe § 36 chronic cases: 30 symptomatic 
Fs improvement, often in 24 hours. 
—— 


Beutner, FE. H., et al.: 
Antibioties Annual, 
1954-1955, New York 
Medieal Encyclopedia, Inc., 
1955, p. OSS. 


Furadantin eradicated 29 strains 
(62¢7) of 47 isolated from 30 
chronie infections. 





29mm. BD Acute infections: 95.7; of patients 

mann, We. B. a ® henefited. Chronic infections 
Moore, T. D.: ‘ A ‘ : 
F and organie or obstructive lesions: 


J.A.M.A. 155: 1470, 1954. : 
82% benefited. 


ener: Average adult—four 100 mg. tablets 
daily, 1 tablet with each meal and 1 with food 
or milk on retiring. ac) EATON LABORATORIES 





Furadantin tablets, 50 and 100 mg., bottles of 
29 and 100. Furadantin Oral Suspension (5 mg. 
per ec.), bottle of 4 fl.oz. (118 ee.). 


NORWICH @ NEW YORK 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS . nl, PRODUCTS OF EATON RESEARCH 
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sity, Division Il; New York Univer- 
Division III; and the New 
York University Post-Graduate Med- 
ical School, Division IV. 


two institutions are 


sity, 


The latter 
estimated to 
provide about 70° of the teach- 
ing facilities and faculty for Belle- 
vue Hospital. 

The major association of Colum- 
bia is with New York’s Presbyterian 
Hospital and Cornell with New York 
Hospital. 

Since each of the medical 

affilia- 
tions, a resident in Bellevue’s Divi- 
sion IV, for example, might also 


four 
schools has other hospital 


serve a period of his residence at 


other 
York include: 
University Hospital, voluntary hos- 
pital of 400 beds devoted to the care 
of private, 


hospitals linked with New 


University. These 


semi-private and ward 
patients and a major teaching hos- 
pital for 

as well as 


Goldwater 


medical under-graduates 


interns and _ residents; 


Vemorial Hospital, mu- 


nicipal hospital (for chronic dis- 
ease) having 750 beds under New 


York University supervision; Wil- 
lard Parker Hospital, municipal 
hospital, 433 beds (for treatment of 
contagious disease) ; 
Hospital, growing 
pital of 170 beds; 


Gouverneur 
municipal _hos- 


Lenox Hill Hos- 


Hospital ambulance service began at Bellevue in 1869. In this early photo, con- 


cern for the injured and the attraction of the camera are about evenly mixed. 
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ARLIDIN dilates peripheral blood 
vessels in distressed muscles, 
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flow... to send more blood 
where more blood is needed. 
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One of three chapels inside the hospital. 


pital, 620 
beds; St. Vincent’s Hospital, volun- 
tary hospital of 575 beds; Beekman- 
Downtown Hospital, voluntary, 100- 
bed hospital located in the heart of 
the financial 


voluntary hospital of 


(Beekman is 
widely known for its large number 


district 


of acute surgical cases, many of 
Vew York Eye 
and Ear Infirmary, voluntary hos- 
pital having 175 beds in addition to 
a large out-patient service 


traumatic origin) ; 





was first 
institution in this country limited to 
diagnosis and treatment of eye, ear. 
nose and throat diseases; /rvington 
House For Cardiac Children, a vol- 
untary convalescent 
132 beds, and the 
Rehabilitation Haver- 
straw, N. Y., for orthopedic surgery. 


hospital with 
Vew York State 
Hospital at 


Training 


Bellevue Hospital is a busy hos- 
pital, affording the resident a con- 
tinuing flow of patients at the ward 


level. This, of course, is a prime 
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consideration for any resident, re- 
gardless of specialty. Also, Bellevue 
service provides an excellent oppor- 
tunity and assistants 
to work out research problems. 


for residents 


Bellevue is a major teaching cen- 
Established 
instruction 


ter. programs of resi- 


dent according to 


Weekly 


attending 


vary 





the division and specialty. 
conferences, at which 
physicians give diagnostic help and 
management advice on_ particular 
cases under the resident’s care. are 


standard. The chief of service con- 


ducts the conference and faculty 
professors are present to comment : 
on the case presentations. Regular 


pathology slide conferences are also 
scheduled for resident training as 


well as clinical-pathological sessions. 


Workload 

In general, the resident in any 
Bellevue service division will have 
all the work he can handle. Prac- 


tically 99% of Bellevue surgery 





Two residents read up on staff doings. 









00 A DiSngr 

































































and n 
reside 
iting } 
on th 
colles 
prese 


quire 


Four 
Proce 
Belle 
its ¢ 
ihe 
undi 
wart 
thes 
pita 
pita 
ass¢ 
Nev 
184 


Be 
\ 
ord 
adi 
Wi 
int 
sui 
wh 
m 


as 


or- 


nts 
Pn- 


to 
cly 
ng 
nd 
lar 
ire 
n- 
ty 
nt 
ar 


so 




















and medicine is accomplished by the 
resident. However, attending (vis- 
iting) physicians, each of whom is 
on the faculty of one of the four 
colleges affiliated with Bellevue, are 
present to direct and assist if re- 
quired. 


Four-in-one 

Procedures are not standardized at 
Bellevue. Each college division has 
its own manuals of procedure for 
ihe various services and each has 
undivided responsibility for certain 
patients admitted to 
Thus, Bellevue Hos- 


pital Center is actually four hos- 


wards and 
these wards. 
pitals in one. The longest school 
association with Bellevue is that of 
New York University, founded in 


1841. 


Bellevue staff 

\ native New Yorker with a rec- 
ord of more than 30 years of hospital 
Randolph A. 
Wyman took over as medical super- 
intendent of Bellevue in 1954. He 
succeeded Dr. William F. 
who retired from city service after 


administration, Dr. 


J acobs 


more than 40 years. the last 23 years 
as head man at Bellevue. 

Deputy medical superintendent is 
Dr. Salvatore R. Cutolo, responsible 
to Dr. Wyman for the resident and 
intern programs. In speaking of 
Bellevue’s residents, Dr. Cutolo said: 
“We have many young men _ here 
who are dedicated completely to the 
profession of medicine. They are 
willing to give that extra bit of effort 
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Always on the menu: shop talk 


to the hospital. And these are the 
men,” Dr. Cutolo added, “who get 
the most return from their resident 
experience here.” 

Dr. Cutolo readily admits that the 
Bellevue resident must work hard. 
“The result. we feel.” Dr. Cutolo 
said, “puts these physicians among 
the best trained to be found in 
medicine today.” 

The house staff includes 71 resi- 
dents, 145 assistant residents, 150 
interns and about 50 Fellows. More 
than 400 nurses and nearly 900 
nurses aides are employed at Belle- 
vue. Bellevue history records that 
the first nursing school in the United 
States was established at Bellevue 
and three Bellevue nurses authored 
the first nursing textbooks, subse- 
quently adopted by other nursing 
schools around the world. 


Entering resident 

When the resident arrives at the 
Bellevue Hospital Center he pre- 
sents his credentials and diploma to 
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Dr. John J. O’Connor goes 


over records, discusses case 
to be seen on ward rounds by 


his chief and attendings. 



































Dr. Cutolo. The 


x-rayed, assigned dining room seat 


resident is then 


ing, locates the payroll office and 
mail desk, is issued free linen and 
hospital whites (white shirts not in 
cluded), and gets the key to his 
room in the administration building 

Resident’s rooms are adequate 
and comfortable; contain desk, sink. 
telephone (no charge). bookcase 
bureau. lamp and closet. According 
to one resident: “Actually. we’re so 
damn busy, we don’t get to use them 
much.” Rooms are cleaned regu- 
larly. All laundry is done by the 
hospital. 

Most residents commented on the 
lack of regimentation while in resi- 
dency at Bellevue. The resident has 
freedom to work, yet is expertly 
backstopped by a_ staff of nearly 
1,000 attending physicians, surgeons 
and specialists. Teaching programs 
are “excellent” according to a num- 
ber of residents interviewed. What 
is found most objectionable in the 
residency program is the beginning 


stipend which presently is $98. 


Dining 

Residents commented favorably on 
the quality and quantity of food 
served in the resident’s dining room 
Table service is provided: eight resi- 
dents are assigned to a table (by 
service and division). Residents 
may take their meals at anytime 
within certain hours. (Editor’s note: 
Sampled during a two-week period 
we found the meals appetizing, the 
menu varied.) “Seconds” are wusu- 
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in refractory “Gitaligin was effective in our experience in 


failure cases refractory to other digitalis 


heart failure preparations...” 


“A good present day all-purpose digitalis for 

general use is Gitaligin®. . . It has one particular 
for general use advantage which is unique and piaces it apart 
from all other digitalis preparations . . . Jit] has 
a wider margin of safety .. .’” 





The average effective dose of Gitaligin is only one-third the 
toxic dose,'* and its moderate rate of dissipation"® assures 
maximum ease and safety of maintenance. 


Therefore, wherever digitalis therapy is indicated— 


G | 
(White's Brand of Amorphous Gitalin) = 
Follow this simple dosage equivalent—One tablet (0.5 mg.) 
of Gitaligin is approximately equivalent to 0.1 Gm 
(1'5 gr.) digitalis leaf. Gitaligin tablets are deep scored 
for accuracy and flexibility of dosage. 


Supplied: Bottles of 30, 100 and 1000 tablets. 
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Introducing Abbott’s new 
non-barbiturate hypnoti¢ 


Placidy] offers a gentle new therap 
for ordinary nervous insomnia. 

It relaxes and calms the patient 
Tranquil sleep comes within 15 to 
30 minutes—should last all night. 

Placidyl does not force patients 
into sleep; rather, it induces them 
to sleep naturally. 

Hangover? Not a trace. 

Even patients who take Placidy 
after waking in the small hours 
rise clear-headed and refreshed. 

Side actions? Virtually none. 
Not contraindicated in presence o 
liver or kidney disease. Doses to 
1000 mg. show no effect 
on pulse, blood pressure, respiration 
blood, or urine. 

Profound hypnotic drugs remain 
justified for some insomnia patients 
But for those whom you wish to 
give a safer, more gentle source 
of sleep ... prescribe 


this mild new product. ObGott 


Not related to the barbiturates, bro- 
mides, chloral hydrate, paraldehyde, 
etc. Available in 500-mg. capsules, 
bottles of 100. Adult dose for ordi- 
nary nervous insomnia 500 mg. at 
bedtime. 








ally available except, of 


when the “dream meal” of steak or 


course 
turkey is the entree. 


Religious services 


Individual chapels for Protestant. 
Catholic, and Jewish worship are 
side on the main 


located side by 


floor of the administration building. 


Housing for married residents 

This is the number one problem. 
High rentals and above average food 
costs make New York a rough place 





to be on a resident’s income. No 
family quarters are provided by the 
hospital and apartments near the 
hospital are generally expensive— 
from $70.00 to $125.00 a month for 
34% rooms is the “moderate” rental 
look upon 
their years at Bellevue as a training 


range. Since residents 
period, many make do with less than 
“moderate” accommodations. 

Cold flats are 
available in the Second and Third 
$45.00 


an al- 


water “walk-up” 


Avenue neighborhoods for 


to $80.00 monthly. There is 


Dr. Robert S. Hotchkiss, chief of service, discusses case during rounds. 
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Dr. O'Connor presents an_ interesting 


case to attending and resident staff. 


ternative: commuting. Many Belle- 
vue residents move away from the 
hospital area, 25-50 minutes away 
by subway or bus. The big advan- 
tages are better quarters at lower 
rentals. Also, with children in the 
family, play areas, schooling, and 
general community life is an added 
inducement for living beyond the 
major congestion of lower Man- 
hattan. 


Outside jobs 


Crowded schedules offer a minimum 
of free time. The Bellevue resident. 
by rule of the hospital. is not per- 
mitted to hold part-time jobs away 
from the hospital. Wives of residents 
find it easy to find work through 
the well-established employment 
agency system in New York City. 
Teaching, secretarial and nursing 
jobs are always available. Part-time 
positions as baby sitters and store 
clerks are also plentiful. 
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Vacations 
A liberal vacation plan provides fo: 
three weeks off with pay for resi- 


dents and assistant residents. 


Off-duty facilities 
Residents have a special library, 
TV-room and lounge, gymnasium 
with billiard tables, card room and 
music room—all in the hospital. 
Residents on off-duty tours gen- 
erally cover most of the New York 
area, bit by bit. The out-of-state 
resident will find many free facil- 
ities including some of the finest 
libraries, museums and art collec- 
tions in the world, all close by the 
hospital. City buses and subways 
make walking unnecessary to reach 
any point of interest in the city. 
(Bellevue residents agree that “The 


\ happy step forward in rehabilitation. 





































Surgeon’s Yardstick 


Dr. Valentine A. Mott (1785-1865). 
probably the most famous surgeon of 
his day, was on the first faculty and 
later president of the New York Uni- 
versity College of Medicine. As surgical 
chief at Bellevue, Dr. Mott would often 


caution his residents with a_ rather 
abrupt reminder: 
“Allow me to urge you when 


about to perform an important 
surgical operation to ask your- 
selves whether 


solemnly you 


would be willing to submit to it.” 


hospital provides all the walking we 
can take—miles of corridors.” ) 

Important point: A car is a bur- 
den in New York City. Residents 
who bring cars to New York usually 
sell them in a hurry. 

Few residents and interns at Bel- 
levue find the time or money to go 
Oc- 


casionally, however, they walk across 


out on the town in a big way. 


First 


restaurants serve excellent food and 


Avenue where a number of 


drink at moderate prices. Less ex- 
pensive and also opposite Bellevue 
is a small drugstore and sandwich 
shop, rather grandly termed “Belle- 
vue Inn” by residents. 


Chief of service 
The 


the resident is, of course. his chief. 


most important individual to 
Bellevue is noted for top calibre men 
Bellevue chiefs 


offer much experience, plus excel- 


in this department. 


lent instruction to the resident. Dr. 
“As a 


instruction 


Cutolo says on this point: 


result of the excellent 
and fine facilities available at Belle- 


take on full 


medical 


vue, many residents 


professorships at schools 
throughout the nation immediately 
upon completion of their residency 
here.” 

On the following page is a list- 


offered 


divisions), the 


residencies within 
(by 


length of residency, the chief of each 


ing of 


each service 


service, and the monthly stipend. 


The editors wish to thank Dr. Salvatore R. Cutelo, Deputy 
Medical Superintendent, Bellevue Hospital Center; Dr. Clarence 
E. de la Chapelle, Associate Dean, N.Y.U. Post-Graduate Medi 
cal School; Dr. Robert S. Hotchkiss, Professor and Chairman. 
Department of Urology, and Dr. Herbert Brendler, Associate 
Professor of Urology, New York University-Post-Graduate Medi- 
cal School. 

We are also indebted to the following members of the Bellevue 
Hospital staff: Drs. John J. O’Connor, Ira Wasserberg, Pablo 
Morales, Paul F. Crutchlow, Seth Abramson, Gianfranco Salocchi. 
Salah A. Askari; Mrs. Barbara Kipp, R.N., and Miss Eleanor 


Hirschmann, Secretary. 
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Bellevue Hospital Center 


Residency information—A.M.A. approved residencies, 





Length of Begin- 
Ist year Total approx. ning 
resi- resi- prog. stipend 
Service Division Chief dencies dencies (years) mo. 

Anesthesiology IV E. A. Rovenstine 8 18 2 $90 
Dermatology & 

Syphilology l\ M. B. Sulzberger 3 7 3 65 
Internal Medicine — | D. W. Richards 6 12 3 98 
Internal Medicine II T. P. Almy 1] 3 98 
Internal Medicine III W. Tillett 1 16 3 98 
Internal Medicine IV C. F. Wilkinson, Jr. 10 32 3 98 
Neurological 

Surgery IV T. lL. Hoen 2 8 3 65 
Neurology II L. Hausman 2 3 98 
Neurology ll M. Bender 6 16 3 98 
Obstetrics & 

Gynecology Il W. Studdiford 1 6 3 98 
Ophthalmology 1\ A. G. De Voe i 10 3 65 
Orthopedic 

Surgery lV W. A. L. Thompson 1 12 65 
Otolaryngology lV J. Daly 4 12 65 
Pathology il M. Kuschner 1 3 4 98 
Pediatrics Il L. E. Holt, Jr. 6 7 2 98 
Physical 

Medicine iT H. Rusk 6 14 3 98 
Psychiatry lil A. Zitrin 92. 3 b 98 
Pulmonary Disease | J. MceClement 8 18 150 
Radiology Il M. Poppel 6 12 3 98 
Surgery I K. M. Lewis 7 13 98 
Surgery II C. Holman 2 15 
Surgery Hl J. Mulholland 7 16 98 
Surgery lV J. Hinton 13 54 98 
Thoracic Surgery — 1 R. J. Wylie ] 4 150 
Urology Il J. Draper 1 4 3 98 
Urology lV R. S. Hotchkiss 3 7 3 65 
Rehabilitation Hospital, West Haverstraw, N. Y. 

a Majority are Fellowships. 
b Integrated program with service at Bellevue Hospital Center and University Hospital. 
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NEW 
unique dosage form— 


—provide ALL-DAY o 


on single-tablet dosage 


With Extentabs ‘Robins’, the physi- 
cian may now provide therapeutic 
effects which are promptly achieved 
and evenly sustained over a period 
of 10 to 12 hours. These convenient, 
economical tablets maintain blood 
and tissue concentrations of the 
medication without see-saw effects, 

or any possible risk 

of “dumping” . . . all 


day or all night. 


. A.H. ROBINS CoO., INC. 


RICHMOND 20, VIRGINIA 


Now Available 
EXTENTAB 


For Spasmolysis 
and Sedation 


( Donnatal Extended 
Action Tablets 


For 
Spasmolysis 


DONNA" 
EXTENTABS: 


( Donnatal Extentabs 
without phenobarbital 








‘‘s Wy * 
ODINS 
Wy, * HH 


ALL-NIGHT therapy 


DOSAGE FORM 


For 
Sedation 


STENTAL™ 


EXTENTABS* 


pees Extended 
Action Tablets 


For Mood or 
Appetite Control 


AMBAR™ 


EXTENTABS* 


Methamphetamine with ) 
Phenobarbital 





vee 





Not a “repeat-action dosage 


form”, but a 








truly continuous-release tablet. 





The clinical advantages of Extentab 
administration are significant. A q.12h. 
schedule assures ‘round-the-clock’ effects 

. No repeat doses to “forget” during the 
day ... no recurrence of symptoms to in- 


terrupt sleep at night. 


Unique - dependable 
convenient * economical 


for doctor and patient. 


ETHICAL PHARMACEUTICALS OF MERIT 
SINCE 1878 
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This month’s panel —— 

MODERATOR: A graduate of a southern medical 
school, he served his internship at a municipal hospital. 
An Air Force veteran. his specialty is obstetrics and 


he is chief resident in a private hospital with university 
affiliation. 

DR. PETERS: A graduate of a western medical school. 
he served his residency in a large Government hospital 
in Washington, D. C. His specialty is surgery. and he 
has been in practice for several years. 

DR. CARR: A board certified pediatrician in private 
practice. His residency, divided between one midwest- 
ern and two eastern hospitals, was completed in 1953. 
DR. BRONSON: A graduate of a New York State 


medical school, he took his internship at a large mu- 





nicipal hospital and then served two years in the army. 
He is currently chief resident in medicine at a private 
hospital which draws its teaching staff from a number 
of universities in the New York City area. Dr. Bronson 
plans to enter private practice in 1957. 

DR. GANTT: After attending medical school in New 


York City, he served a rotating internship at a private 





hospital. He has completed two years of military serv- 
ice and is now the chief resident at a new suburban 
hospital in the northern part of New York State. 
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Resident 
Roundtable 


How can the resident be prepared for 
the “‘business-side”’ of private practice? 





FR cxident Roundtable is a transcript of a recorded 
. panel discussion among five residents and specialists. 
each from a different hospital. This and succeeding 
Roundtable articles represent the ideas, comment and 





opinion developed by the panel in response to ques- 
tions raised by the moderator. 

Actual names of those attending the Resident Round- 
table are not used. You are invited to contribute to 
these Roundtables through your Letters to the Editor. 





Practical points 


MODERATOR: Do you think there is anything 
concerning the practical end of medical prac- 
tice which could or should be taught to the 
resident. What are you feelings Dr. Carr? 


DR. PETERS: I completed my residency five years 
ago and have a small private practice. The thing that 
I missed most in my training was that the experiences 
of the younger attendings who had difficulties in prac- 
tice were not utilized. When I opened my office | 
thought the only problem I'd have would be how to 
go about finding patients. I did not think that I would 
have problems once I had found patients. One of the 





first things that was most difficult for me was the 
practical business management of my specialty. No- 


hody in my residency ever bothered to give me formal 
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lectures about bookkeeping, about how much to charge for various 
things. In fact, every time the private men seemed to talk about 
these things and a resident passed by. they sort of kept it under 
their breath or moved on to another topic as though money was 
something to be ashamed of. 

I feel, as far as surgery is concerned, that they did give me 
thorough training. But I think it is partly the hospital’s responsi- 
bility to help fit a man for an ethical practice. The attending 
could help by inviting residents to his office; show them how the 
office is run, have his nurse check them out on some bookkeeping 
points and generally wise him up to a few of the basic. practical 
problems that come up. 


MODERATOR: Yes, Dr. Bronson? 


DR. BRONSON: On the other hand, many medical schools have 
tried courses in economics. My school started a course in medical 
economics and this was very poorly attended compared to medical 


courses, 


MODERATOR: Why do you suppose attendance was no 
good? 


DR. BRONSON: Most people felt that this was something they 
were not interested in. And I think the basic difficulty there was 
that the school did not adequately stress exactly how important 
this is. 


DR. CARR: I think it’s important, not only as far as your own 
benefit is concerned, that an office should be run well. I found 
that when I was hesitant about fees and didn’t know how to 
approach a patient as far as the proper fee was concerned. the 
patient sensed this insecurity. This, I think, leads to poor medicine. 

There are other points which I found very difficult in the first 
months of my practice. minor things which I did not realize | 
would have to face and which my residency did not touch upon. 
One of the important things I missed directly all through my 
internship, residency, and even medical school was the seemingly 
simple but practical points of opening up an office, of going into 
practice, of charging my patients, meeting their financial problems. 
writing simple prescriptions. All these things have a lot to do 
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...only one strand passes through tissue 


with an AT RALO C’* needle suture 


> 
SS 
{ 
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Cross sectional view of swaged end 
of seamless ATRALOC needle. End 
is drilled and threaded, suture 
screwed in position. Needle is then 
cold-pressed to establish absolute 
grip on suture. 


Ethicon, Inc., New Brunswick, N. J. 
Gentlemen: 
Please send me a copy of the ETHICON 
MANUAL OF OPERATIVE PROCEDURE 
which illustrates steps in standard surgical 
operations. 
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ADDRESS 

























with how good a pediatrician I am. They caused me quite a bit of 
trouble in my first year of practice. 


MODERATOR: Is there any way to give the resident in- 
formation on the practical aspects of private practice? 


DR. GANTT: What do you think of a group of the young attend- 
ings taking second or third year residents into their offices for 
one week at a time, let’s say a total of three to four weeks out 
of the year, just to get an idea about billing, about fees. about 
office routine. Do you think that would work? 


DR. BRONSON: I don’t think so. Not on so formal a basis. | 
think that all of this can be done in a very informal way. You 
can’t help but make contacts with attendings during residency. 
When a problem bothers you, you can and should ask them. To 
make it formal, I think, is to limit its practical value. 





DR. PETERS: I think until you have sent out your first bill and 
ask your patient for your first fee, you won't know how to do it. 
But I believe attendings could give you a damn good idta. How- 
ever, nobody is going to wet nurse you along in medicine when 
you get that far. Informally you can find out anything you need. 
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Accounts 


at OFFICE BILLING 


PR& PROBLEMS 


FEE 
SCHEDULE 


DR. GANTT: Luckily, some county medical societies offer lectures 
on such things. But we also plan, on my own particular service, 
to have a conference for the attendings and residents. We will 
get together and just discuss the bills, the fees, professional dis- 
counts, and what not. The attendings on the same specialty in the 
same area usually have these discussions informally among each 
other. But the staff has grown so large that we are going to have 
this formal get together. I think I can pick up as much as anyone 
else at a meeting like this. 


DR. PETERS: I think that is a fine idea. But it should be kept 
informal, too. I would like to see the chief resident get the coopera- 
tion of the chief of service in approaching attendings. I think a 
conference could then be set up where residents would be able to 
sit around and shoot questions at the attendings. And I’m pretty 


get as much out of such a discussion 


+4 


sure the attendings would 
as the residents. 


DR. CARR: Let’s keep in mind that the county medical societies 






IN M' 


usually have a committee whose job it is to help on matters of 
fees, legal questions and so forth. They gave me a lot of help. 


MODERATOR: That’s true. And I suppose my best bet 
will be to call for an appointment with some one on this 
committee just as soon as I’ve spotted a location for my 
practice. 


DR. CARR: I think that would be a good idea. You'll learn an 
awful lot about the local fee situation for one thing. and probably 
some offhand advice on billing and management if you request it. 


MODERATOR: Let’s break off the discussion here and 
start next time with the question of hospital facilities. 
What do you have available—both educational and rec- 
reational—for your off-duty study and play? What would 
you like to have? How important do you consider these 
things to your overall resident experience? 

(The discussion will be continued in the next Resident Roundtable.) 
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“I’ve heard the new charge nurse is hard to get along with!” 
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IN MY JOB | KNOW ABOUT HEAT RASH 


| USE SOOTHING, MEDICATED AMMENS' 











Especially whenever tender skin is irritated by heat, 
Aco ef moisture or chafing, AMMENS Powder gives a prompt 
pow? feeling of soothing comfort 
AMMENS' starch granules, evenly dispersed in talc, provide 
an absorbent coating on irritated skin. Oxyquinolin 
and zinc oxide, blended in the powder, help protect macerated 
crevices against bacterial invasion. 
, For skin comfort—especially following strenuous work or 
(| rt play, or in hot weather—keep a can of AMMENS close at hand. 


BRISTOL-MYERS COMPANY 


19 West 50 Street, New York 20, New York 





Distributor for Charles Ammen Co., Alexandria, Lovisiana 
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The Doctor 
Speaks French 


- 
‘| he problem of language barriers zuages spoken in the United States 
is common, especially in large hos- Keep your “language finder” open 
pitals or in medical centers located in front of the patient and don't 
in areas populated by one or more worry too much about the pronunci- 


foreign born groups. ation of words. Your patient will be 
Because the average resident can- eager to help. 

not devote the time required to mas- The completed series of language 

ter many foreign languages, Resi- guides, including French, Spanish 


DENT PHysICIAN presents this second _ Italian, German, Polish, and Yiddish. 


in a series of brief guides to foreign will be bound and reprinted as ¢ 


phrases in the more common lan- booklet available at cost. 


For examination of French-speaking patients. 


Rules of pronunciation 
a is pronounced ah, as in father: la, malade, bras. 
é, as in café; année, appétit, été, diarrhée, nausée. 
é or €, as in pet; prés, 
e (without accent mark)—At the end of a syllable, pronounced like the eé 1 
the (thuh): le. se, sera. Before a silent consonant, pronounced like é i! 


café; avez. nez, poussez, toussez, respirez, Ouvrez. 

i, as in police: petite, facile, appétit, urine. Before another vowel, i becomes 
like y in yes: pied fiévre, combien. 

0, followed by a double consonant, as in some, done: donne, somme. 

ou, as in ooh, cool: ouvrez, jour, vous, bouche. 

ai and ei. as in said: mains, haleine, connaissance. 

Final consonants, whether single or in groups, are silent except c. f, 1, and! 
Silent: doigts, pieds, estomach, mains, fois, nuit, dos, kras, bras. Sounded 


laxatif, jour, mal. 
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Courtesy 


Note: The courtesy title 
(Miss) are 


always used at the end of 


or merci, is another word 


s, Monsieur (Sir), Madame (Mrs.) and Mademoiselle 


used freely. Also, the expression si/ vous plait, meaning please, is 


iny question or direction given the patient. Thank you, 


which cannot be used too often. Courtesy words are 


omitted here for the sake of brevity. 

Good day (hello) Bon jour 

Good morning Bon matin 

Good afternoon Bon aprés midi 

Good evening Bon soir 

Goodbye Au revoir 

until tomorrow a demain 

How are you today Comment allez-vous aujourdhui 

Anatomical 
head la téte neck le cou 
eyes les yeux chest la poitrine 
ears les oreilles heart le coeur 
nose le nez lungs les poumons 


mouth la bouche 


teeth les dents 
tongue la langue 
throat la gorge 


fingers les doigts 
legs 


feet 


stomach 


les jambes 
les pieds 


lestomach 


General questions 
do you feel sick 
do you have pain 
is it much pain 
is it mild pain 
where 
here 
when 
how many years 
how many days 

hours 


how many 


how many times 
where were you born 


how old are vou 
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shoulders les épaules 


back le dos 
arms les bras 
hands - les mains 
bladder - la vessie 


rectum le rectum 


buttock 
hips 


les fesses 


les hanches 


vous sentez-vous malade. 
avez-vous des douleurs. 
est-ce-que cela fait mal. 
une peu douleurs. 

ou 

ici 

quand 

combien d’années 
combien de jours 
combien dheures 
combien de fois 
ou étes-vous né. 


quel Age avez-vous. 
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Directions to patients 


do as | do 

relax 

relax more 

open your mouth 
open your eyes 

breathe deeply 

breathe through your mouth 
hold breath 


push 


your 


cough 


Diseases 


measles 
scarlet fever 
chicken pox 
smallpox 
pneumonia 
typhoid fever 
enteritis 

w. m5, 


mumps 


Systemic inquiry 


208 


Head 


trauma 
unconscious 
did 


are you dizzy 


you faint 


headache 

Eyes 

sight 

clear vision 
near 

far 

Ears 

he is deaf 

noise in the ears 
Nose 

coryza 

did you have a nosebleed 
Throat 


do you have frequent sore-throat 


di 


often 


faites comme moi 
relaches-vous (détendez-vous) 
détendez-vous plus 

ouvrez la bouche 

ouvrez les yeux 

respirez profondement 
respirez par la bouche 
retenez votre haleine 

poussez 


toussez ' 


rougeole 
fieévre scarlatine 
varicelle (la picote) 
variole 

pneumonie 


fiévre typhoide 





enterite 
infection de l'arbre respiratoire superieur 


oreillons 


un coup Your 
sans connaissance 
the re 
avez-vous perdu connaissance 
etes-vous étourdi overe: 
mal de téte ‘Dexe: 
in dey 
vue ] 
bonne vue 
pres 
loin 
9 
— 
il est sourd 


des bruits dans les oreilles 


D 


dextro-am 
coryza 
avez-vous saigné du nez SS) 
brand of s 


avez-vous souvent mal a la gorge 
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Your obese patients are often depressed. Indeed, you may find that 
the reason for their obesity is a depression that drives them to 
overeating—just as other patients may be driven to drinking. 

| ‘Dexedrine’ Spansule sustained release capsules exert a double action 
in depression complicated by obesity: 


1. ‘Dexedrine’ Spansule capsules provide smooth, uninterrupted 
antidepressant effect that lasts throughout the waking. working 
hours— with just one oral dose in the morning. 

. ‘Dexedrine’ Spansule capsules provide day-long control of appetite 
between meals as well as at mealtime—with just one oral dose in 
the morning. (Thereby helping to eliminate between-meal snacking.) 


| Dexedrine’ Sulfate 


dextro-amphetamine sulfate, S.K.F. 


Span sule™ nade only by 
nd of sustained release ¢ apsules 
Smith, Kline & French Laboratories, Philadelphia 


the originators of sustained release oral medication 


ysit jan 
: *T.M. Reg. U.S. Pat. Off. 


Patent Applied For 








Cardio-respiratory 
do you tire easily 
are you short of breath 


does your heart beat fast 


ankles swell 


do you have pain in the chest 


do your 


sharp pain 
dull pain 
when you breathe 
do you cough 
do you spit 
sputum 
bloody sputum 
have you lost weight 
does someone in your family 


have a cough 


Gastro-intestinal 
do you have a good appetite 
do you have a poor appetite 
are you nauseated 
were you nauseated 
do you vomit 
do you have diarrhea 
are you constipated 


did you have a B.M. today 


Feces 
black 
white 
yellow 
brown 
bloody 
do you have cramps 
after meals 
before meals 
did you take a laxative 


did you take castor-oil 
Genito-urinary 
urine 


do you get up at night to urinate 
does it burn 
chills 


lever 





vous fatiguez-vous facilement 
avez-vous la respiration courte 
est-ce que le coeur vous bébat 
avez-vous des battements de coeur 
est-ce que vos chevilles en flent 
avez-vous mal a la poitrine 
une douleur vive 
une douleur sourde 
quand yous respirez 
toussez-vous 
crachez-vous 
crachat 
le crachet avec du sang 
avez-vous maigri 
y a-t-il quelqu’un qui tousse dans votre 
famille 


avez-vous bon appétit 

avez-vous mauvais appetit 
avez-vous des nausées 

avez-vous eu des nausées 
vomissez-vous 

avez-vous de la diarrhée 

etes-vous constipé 

etes-vous allé a la selle aujourdhui 
les matiéres fécales (les selles) 
noires 

blanches 


jaunes 





brunes 
sanglantes (avec du sang) 
avez-vous des crampes | 
apres les repas 
avant les repas 
avez-vous pris un laxatif 


avez-vous pris de lhuile de ricin (castor) 


lurine 





vous levez-vous la nuit pour uriner 
est-ce que ca brile 


des fi issons 


de la fiev re 
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Cross section of active duodenal ulcer 
° . . ° 
| Dramatic Remission of Ulcer Pain 
Pain of ulcer is associated with 
hypermotility; the pain is relieved when abnormal 
motility is controlled by Pro-Banthine.” 
I, studving' the mechanism of ulcer pain, itis and discomfort disappear early in the program 
Obvious that there are at least two factors which — of therapy. 
must be considered: namely, hydrochloric acid One of the typical cases cited by the authors? 
and motility is that of a male patient who refused surgery 
yur Studies indicate that ulcer pain in the despite the presence of a huge crater in the duo- 
ncomplicated case is invariably associated with denal bulb. 

bnormal motility, ... “This ulcer crater was unusually large, yet on 

Prompt relief of ulcer pain by ganglionic 30 mg. doses of Pro-Banthine [q.1.d.] his symp- 
blocking agents .. . coincided exactly with cessa- toms were relieved in 48 hours and a most dra- 
tion of abnormal motility and relaxation of the matic diminution in the size of the crater was 
stomach,” evident within 12 days.” 

Pro-Banthine (8-diisopropylaminoethyl xan- Pro-Banthine is proving equally effective in the 
thene-9-carboxylate methobromide, brand of pro- relief of hypermotility of the large and small 
pantheline bromide) is a new, improved, well bowel, certain forms of pylorospasm, pancreatitis 

castor! tolerated anticholinergic agent which consistently and ureteral and bladder spasm. G. D. Searle & 
reduces hypermotility of the stomach and intes- Co., Research in the Service of Medicine. 
tinal tract. In peptic ulcer therapy? Pro-Banthine 
: 1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W.. J snd Texter, 
has brought about dramatic remissions, based on _ E. C., Jr.: Mechanism of Pain in Peptic Ulcer, Ga nterology 
23-252 (Feb.) 1953 
Toentgenologic evidence. Concurrently there is @ 2. Schwartz, | Lehman, E.; Ostrove, R.. ar bel, J. M 
Ted A Clinical Evaluation of a New Anticholinergic Drug, Pro- 
reduction of pain or, in many instances, the pain _ Banthine, Gastroenterology 25 :416 (Nov.) 1953 
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Obstetrics and Gynecology 


at what age did you begin to 
menstruate 

how many days do you flow 

do you have a discharge 

when was your last menstrual 
period 

are you pregnant 

do you have pain with your periods 


how many times have you been 
pregnant 

how many children have you had 

how much did the largest weigh 
at birth 

what was the duration of labor 


Extremities 


do you have pain in the joints 


Pediatrics 


was there any trouble with the 
delivery 
how are the child’s stools 
constipated 
diarrhea 
how many in one day 
does the child eat well 
any vomiting 
does the child turn blue 
does the child seem tired 
does it hurt 
it won't hurt 
it will be over in a minute 
do you want a piece of candy 
did you take the temperature 
what was the temperature 
what a big handsome boy 
what a beautiful little girl 


baby 





a quel age avez-vous eu votre premier 
menstruation 

écoulement dure combien de jours 

avez-vous des pertes blanches 

quel est la date de votre derniére 
menstruation 

etes-vous enceinte 

avez-vous des douleurs durant vos 
menstruations 

combien de fois avez-vous été enceinte 

combien d’enfants avez-vous eu 

quel etait le poids du plus gros 


votre travail a duré combien de temps 


avez-vous des douleurs dans les jointures 


avez-vous eu des difficultés a 
l’acouchement 
comment sont les selles de l’enfant 
constipé 
diarrhée 
combien (de selles) par jour 
l'enfant mange-t-il bien 
est-ce qu-il vomit 
enfant devient-il bleu 
enfant semble-t-il fatigué 
est-ce que cela fait mal 
cela ne fera pas mal 
ce sera fini une minute 
voulez-vous un morceau de bonbon 
avez-vous pris sa température 
quelle était sa température 
quel beau gros garcon 
oh, la jolie petite fille 
bébé 


bien 
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Suppression 


and 
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PATIENTS 





Fast i RY 
PRIVY ee 


BY THE REGULAR PERIODIC USE OF 


HP AUTH ef 


Stress of surgery, accidents or infections is 
magnified in patients treated with cortisone, 
hydrocortisone, prednisone or prednisolone. 
Adrenal steroids, even in small doses, jeopar- 
dize the defense mechanism against stress by 
causing adrenal cortical atrophy. Concomitant 
use of HP*ACTHAR Ge/ counteracts adrenal 
atrophy by its stimulant action on the adrenal 
cortex. 


Dosage recommendations for supportive 
HP*ACTHAR Gel are, inject: 
1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 
b. 100 U. of HP*ACTHAR Ge/ for every 200 
to 300 mg. of hydrocortisone. 
c. 100 U. of HP*ACTHAR Ge/ for every 400 
mg. of cortisone. 
2 Discontinue use of steroid on the day of 
injection. 


*Highly Purified. HP*ACTHAR Ge/ is The Armour Laboratories brand of purified corticotropin. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY « 
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tic 


HROMYCIN 


Tetracycline LEDERLE 





dependable action 


Rapid diffusion and penetration, prompt 
control of infection, negligible side effects. 
Proved against Gram-positive and 
Gram-negative bacteria, rickettsia, 

and certain viruses 

and protozoa 


reliable quality 





Made in Lederle’s own laboratories under 
exacting quality controls, and distributed 
only under the Lederle label. 





ACHROMYCIN 
deitiiiiin i: “meas toxin with STRESS FORMULA VITAMINS 


You can choose the right losage form to 
suit the patient’s needs and comfort, 
and your convenience. 


Newest ACHROM YCIN dosage form! 
Exclusive dry-filled, sealed capsules ! 


Stress formula suggested by the National 
Research Council. ACHROMYCIN SI 
provides potent anti-infective action, 

plus nutritional supplementation to 

hasten recovery. Particularly useful in 
prolonged illness. More effective because 
powder-filled, soft gelatin capsules are 
rapidly and completely absorbed. No pad costed expeutes 
oils, no paste . . . tamperproof! 

Capsules of 250 me. 

Also available: ACHROMYCIN SF Oral 
Suspension, 125 mg. per teaspoonful (5 cc.) 
ARL RIVER, 


¥eec A FF 
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Life Insurance: 


Facts and Frills 


Philip L. Azoy 


Lite insurance is a complicated mind this gives is worth the small 
business. If you don’t believe it, just additional cost. After all, the worst 
ask an agent to let you browse possible thing that can happen to 
through his rate book. While the a doctor is to become permanently 
trend today is toward the simplified disabled and not able to continue 
and more readable policies, most in his practice. 


are hard-to-read and_harder-to-un- But read the fine print so you will 
derstand documents. know just what constitutes disability. 
Here are some of the provisions Naturally you will have to fur- 


which are available or included in nish proof; the disability must last 
most life policies. more than six months generally. In 
Your life insurance agent may some policies, loss of both eyes. 
try to sell you, for a few dollars both feet or hands, or a hand and a 
extra, a rider guaranteeing disability foot are also considered permanent 
waiver of premium. By all means disability. 
take it. This provides that if you The next addition your agent may 
are completely disabled while the want to make to your policy is an 
policy is in effect, the insurance accidental death rider. As a sales 
coverage will remain in force with- inducement, the accide=tal death 
out any further premium payments clause has become very popuiar. It 
by you or your family. The peace of | provides double the face amount of 


Anout THE AuTHOR—Graduate from Princeton University, Philip Azoy served four 
years with U. S. Army Intelligence during World War Il. After three years as an 
insurance broker, Mr. Azoy accepted his present position as specia! representativé 
with First National City Bank of New York City. 
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ihe policy if you are accidentally 
tilled. 

Of course, you can’t be commit- 
sa crime at the time and you 
amot be involved in a war or fly- 
sa military plane, etc. It’s a good 
audition to a policy. The cost is 
mall. And, as you know, the hazards 
if life are many; from slipping in 
the bathtub to running your car into 
atree. Doctors do a lot of driving 
not to mention tree-hitting. 


incontestable clause 

Insurance agents want to sign you 
up (healthy or not) as soon as pos- 
sible. But the companies they rep- 
resent are more conservative. Hence 
the incontestable clause. It states in 
plain terms a period—usually two 
years— during which the company 
has the right to contest your state- 
ments made in application for in- 
surance. Once the two-year period 
is up, the policy is binding on the 
company unless they find you've 
wrongly stated your age. 

Your health is checked; usually 
by the insurance company’s own 
physicians. But your age is a matter 
ol your word unless the company 
happens to ask for a peek at your 
birth record. 

\ge is important because insur- 
ance companies are _ statistically 
minded; their rates are based on 
actuarial tables of mortality experi- 
ence. They’ve figured out just how 
many people will die in your age 
group each year. The moral of this 
is: Don’t lie about your age. Your 
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policy will probably have a clause 


telling exactly what will be done 
if you have lied. 


Conversion feature 
This is important, especially in the 
case of term policies. During your 
life time your insurance needs prob- 
ably will change. For example, now 
you are young, possibly hard-up 
for cash. You may take most of 
your insurance in the cheaper forms 
such as term or family income. These 
types, for fewer dollars, allow you 
greater coverage for a_ shorter 
period. 

If you out-live the term period. 
or some time maybe before it has 
terminated, you may want to change 
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Basic Types of Life Insurance id age 

ersion 

t and 

Term insurance is the cheapest form. It covers It sho 

you for a certain period—say five, ten, or twenty medica 

years. After that the policy dies; you have no cash be old 

values. However, at some stated time before termi- ,2#e 

nation you can usually convert into some perma- policy 
nent form of insurance such as whole life. 

li a , . . Polic} 
Family income is a type of term insurance which te a 
guarantees a certain income during a set period. It : om 
often has features such as small cash payment to weg 
cover funeral expenses; lump sum payment at the “aap 
end of the period, etc. aren 

Whole life is somewhat more expensive than (by ni 
simple term insurance but over the years it builds they 
up cash values. In other words you combine insur- protec 
ance coverage with some savings. Some of the poli- panies 
cies require premium payments for life; for a slight sagen 
extra cost you can buy whole life with premiums Thi 

. . . your 
payable only to age 65. Quite a bit more expensive ie 
is twenty payment life, which is paid up after 20 Fr in 
years. | Fo 

Endowment insurance has an even larger savings Steen 
feature, hence costs more. For example, a 20-year 00 
endowment policy assures you at the end of that i police: 
period you will have in cash the full face value of you’ 
the policy, and during the years you will have been alu 
covered with the face amount of insurance. Hi 

Annuities are a more specialized breed yet. They on 
provide a set income for your old age. prc 

Bc: 

Th 
Your 
at al 
still 
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Physic lal 


9 other plans—perhaps whole life. 
an endownment for your children’s 
education. or an annuity for your 
\d age. This is what makes a con- 
Look 
tand make sure it is a liberal one. 
lt should provide that without a 


medical exam 


ersion feature valuable. for 


(remember, you will 
he older and may not be able to pass 


an exam), you can switch your 
policy to another type. 

Policy values 

In the case of some policies. for 


example. whole life and endowment 


nice feature working 


the 


you have a 
all 


surance companies are conservative 


for you time. Because in- 


(by nature and by law) the policies 


they issue build up a reserve as 
protection. In other words the com- 
panies charge you a larger premium 
than their actual experience requires. 
is stated clearly in 
To 


money saved. If 


This reserve 


your policy. you it represents 


you want to take 
it in cash, you can. 

For example, suppose you have 
heen paying $200 yearly for a $10.- 
00 life After the 
policy has been in effect four years 
(you've paid in $800) it has a cash 
value of about $440 


reason 


whole policy. 


If for any you want to 
give up your policy the company 
will mail you a check for $440 and 
cancel your insurance. 

The policy also has a loan value. 
Your company will lend you $440 
at about 6% interest will 


still be insured. 


and you 


November 1955, Vol. 1. No. 2 


If you don’t want the cash or a 
loan, yet you don’t wish to continue 
paying premiums, you can take that 
$440 in the form of term insurance. 
In this case, your coverage would be 
for ten years and 90 days without 
any further premium payments re- 
quired. If you died during that time, 
the company would pay your bene- 
ficiary the full $10,000 face amount 
of the policy. This means you can 
continue your insurance even if you 
cannot pay the premium. 

You have a fourth choice. You can 
elect to take the $440 in the form of 
paid-up insurance. In this case it 
would total about $1,000 in a com- 
pletely Thus. 
whenever you die, your heirs would 
receive $1,000. 

Be sure to read the policy value 
carefully. The figures 
should be there to tell you exactly 
what different 
periods. For example. suppose you 


paid up insurance. 


provisions 


you can expect at 
need a down payment for a house— 
quickly. Go to your insurance poli- 
cies and add up their cash or loan 


values. No one can advise you now 


which method—cash or loan—you 
should take. It depends on your 
financial situation at the time. The 


point is. don’t forget about the value 
you built It’s it’s 
yours, it’s a quick method to raise 
money 


have up. there. 


in an emergency. 
In this same connection there is 


another which 


provision you may 
elect when you buy your policy. It 
is called automatic premium loan. 


It’s a good feature for a busy and 
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perhaps absent-minded doctor to 
have in his insurance policies. It 
simply means that if you neglect to 
pay a premium on time or forget it 
entirely, the company will pay it 
for you so that your policy won't 
lapse. Ask that this be included in 
your policy. 

Naturally, this premium loan can- 
not function if no cash values have 
been built up in your policy to 
serve as collateral. 

Remember, term policies generally 
de not build up cash or loan values, 
except in the case of special long- 
lived and high-priced term policies. 

Another important section of your 
policy pertains to your beneficiary. 
When you first 
will 


take out the policy 


you name someone who is to 


220 


get the principal in the event , 


your death. If you’re married, it wil 





be your wife; if not, your parent: 
are the logical payees. 
Most 


a wide variety of settlements. Yo \ 


insurance companies offer! \ 
can make the choice yourself or yo 
can leave it to your beneficiary. Th 
choices usually offered are: 
1. The whole sum in cash at th: 
time of death. 
2. Monthly payments to the ben 
ficiary for a certain number of year: 
3. Monthly payments during th 
life of the payee (an annuity). 
h 


life of the payee with so many year 


4. Monthly payments during 





guaranteed no matter when the bene 
ficiary dies. 

Since you can change your bene 
ficiary and the form of payment a 
better to elect the 
cash, lump sum payment now. Later} 


any time, it is 


when you have set up an insurance 
program, you can determine how the 





money would best be administered 
A final 


your policy is whether it pays divi 


important provision 0 
dends or is non-participating. Ii 
general, insurance companies ar 
classed as stock companies (tha 
means they have stockholders) an¢ 
mutual companies (the policyholder 
own the company). 

This fact is important to you be 
cause it is related to the price yo 
pay for your policy. 


Most — stock 


lower premiums than the mutu 


charg 
] 


companies 





(they do not pay dividends 


policyholders). 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 
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Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, inc. 
NEW HYDE PARK, NEW YORK 
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perhaps absent-minded doctor to 
have in his insurance policies. It 
simply means that if you neglect to 
pay a premium on time or forget it 
entirely, the company will pay it 
for you so that your policy won't 
lapse. Ask that this be included in 
your policy. 

Naturally, this premium loan can- 
not function if no cash values have 
been built up in your policy to 
serve as collateral. 

Remember, term policies generally 
do not build up cash or loan values, 
except in the case of special long- 
lived and high-priced term policies. 

Another important section of your 
policy pertains to your beneficiary. 
When you first take out the policy 
you will name someone who is to 








get the principal in the event 9! 
your death. If you’re married, jt wil 
be your wife; if not, your parents 
are the logical payees. 

Most insurance companies offe; 
a wide variety of settlements. Yo 
can make the choice yourself or yo 
can leave it to your beneficiary, Thy 
choices usually offered are: 

1. The whole sum in cash at th 
time of death. 

2. Monthly payments to the bene 
ficiary for a certain number of year: 

3. Monthly payments during 1! 
life of the payee (an annuity). 
h 


life of the payee with so many year 


4. Monthly payments during 


guaranteed no matter when the ben: 
ficiary dies. 

Since you can change your bene 
ficiary and the form of payment a 
any time, it is better to elect the 
cash, lump sum payment now. Later 
when you have set up an insurance 
program, you can determine how the 
money would best be administered 

A final important provision 0 
your policy is whether it pays divi 
dends or is non-participating. Ir 
general, insurance companies art 
classed as stock companies (tha 
means they have stockholders) an 
mutual companies (the policyholder 
own the company). 

This fact is important to you be 
cause it is related to the price yol 
pay for your policy. 

Most stock companies charge 
lower premiums than the mutual 
(they do not pay dividends * 


policyholders). 
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Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, une. 
NEW HYDE PARK, NEW YORK 
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Mutual companies charge some- 
what higher rates but pay back some 
of this in dividends to policyholders. 
These dividend payments may vary 
from year to year depending on the 
profits of the company. 

Some prefer the mutual com- 
panies because they like the feeling 
dividends 


of receiving the every 


year—they can be taken in cash, in 
reduction of the premium, or ap- 
plied to provide additional  in- 
surance coverage. Moreover, in this 


dynamic age, perhaps mutual com- 





panies will have a chance to cu 
costs through (1) greater mechani- 
zation, (2) healthier policyholders 
(3) less dependence on agents and 
more on group plans, direct sales, 
ete. This could 


dends for policyhoiders. Here again 


mean higher divi- 
the insurance buyer must make up 
his own mind as to which type of 
company he wants. 

In any case, read your policy 
carefully. Check its provisions—and 
compare before you buy any life 


insurance policy. 








“Ah, behold th’ new 
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DENCO URINALYSIS KIT — Your patients will welcome this at- 
tractive, handy kit, which fits in pocket or purse. Complete with 
oT vials of Sugar Test-Denco, Acetone Test-Denco, dropper, instruc- 
Physician tions and color chart. And you'll find it convenient, too! 


— (Galatest) 
Acetone Test-DENCO 


DENCO spot tests require no test tubes, no measuring, no boil- 
ing. Just a little powder...a drop of urine... that’s all! You 
get immediate color reactions if sugar or acetone are present. 
And you save time! 


Remember, if you want 


SPEED ... Averages 30 seconds per test 


-—— 


p 


ACCURACY... No false positives 


» 


ECONOMY... Costs about 1¢ per test >} 


then use 
SUGAR TEST-DENCO (colctest)} ACETONE TEST-DENCO 


Both reagents are ideally suited for office use, laboratory, bedside and mass 
testing. And diabetics can be quickly taught to use them. 
These simple tests may also be used for the detection 
of sugar and acetone in blood plasma. 


Professional samples of both products, as well as bibliography 
and other descriptive material, will be mailed to you gladly 
upon request. Write to Dept. 155. 
THE DENVER CHEMICAL MFG. CO., INC. 
163 Varick Street, New York 13, NY. 
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1. In the course of typhoid fever. a 
positive blood culture is most fre- 
quently obtained during the: (A) 
Ist week; (B) 2nd week; (C) 3rd 
week; (D) 4th week. 


2. The association of normal urinary 
concentrating capacity and azotemia 
is consistent with the diagnosis of 
uremia in: (A) unilateral atrophic 
pyelonephritis; (B) acute malignant 
nephrosclerosis; (C) polycystic 
renal disease; (D) bilateral atrophic 
pyelonephritis. 


3. The normal renal whole blood 
flow per minute as measured by the 
p-aminohippurate clearance is most 
nearly: (A) 300 cc.; (B) 600 cc; 
(C) 1200 cc.; (D) 2500 ce. 


4. The normal renal glomerular fil- 
tration rate per minute as measured 


by the inulin clearance is most 


224 


These questions are from a civil 
service examination recently given 
to candidates for physician appoint. 
ments in municipal government. 


Answers will be found on page 230. 


nearly: (A) 75 cc.; (B) 130 ee.; 
(C) 600 ec.: (D) 1200 ce. 


5. Numerous elliptical calcific shad- 


ows about 1% inch in length are seen | 
in several X-ray films of the four ex- | 
tremities of a patient. These are | 


most likely due to: (A) buckshot: 
(B) cysticercosis; (C) Trichinella 


spiralis; (D) bismuth injections. 


6. Acute amebic dysentery is most 
readily diagnosed by: (A) prosto- 
scopy; (B) stool culture; (C) direct 
smear of stool; (D) complement 
fixation test. 


YB Brucellosis is an infectious dis- 
ease of human beings which may 
be acquired through ingestion oO 
through the skin. The one of the 
following which cannot be a source 
of this infection is: (A) cow; (B) 


goat; (C) pig: (D) horse. 


8. The mechanism explaining the 


clinical picture observed in carbo 
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monoxide poisoning is: (A) hemoly- 
sis of red blood cells; (B) a chem- 
ical union of the carbon monoxide 
with the hemoglobin of the red blood 
cells; (C) 
carbon monoxide to carbon dioxide 


transformation of the 


n the blood; (D) arrest of oxida- 
tion in the tissues by enzyme inter- 


ference. 


9 A 25 vear old man develops a 
unilateral pleural effusion of clear 
straw colored fluid of high specific 
cravity. He complains of easy 
fatigue; and slight weight loss. a 
low grade fever and a tender epi- 
didymis are the only positive clin- 
ical findings in addition to the fore- 
going. Of the following. the most 
probable diagnosis is: (A) rheu- 
matic fever: (B) lupus erythema- 
tosus; (C) bronchogenic carcinoma 
with pleural metastases; (D) tuber- 


culosis. 


10. In a patient with cough. fever. 
signs of shifting consolidation and 
X-ray evidence of patchy consolida- 
tion, a cold agglutinin titer of 1:500 
is observed on the tenth day of the 
This titer may be 
preted as: (A) 
nosis of a typical virus pneumonia; 
(B) compatible with but not proof 


disease, inter- 


proof of the diag- 


of the diagnosis of a typical virus 
pneumonia; (C) probably unrelated 
to the respiratory tract disease; (D) 
pathognomonic evidence of primary 
(idiopathic) cryoglobulinemia. 

ll. The most 


usual incubation 
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period of tetanus in patients who 


have not received prophylactic 
treatment is: (A) 2 to 3 days: (B) 
5 to 10 days; (C) 25 to 28 days; 


(D) 85 to 90 days. 


12. Of the following. the one which 
is not a good index of the activity 
of the infection in the follow-up of 
a patient with known long-standing 
pulmonary tuberculosis. previously 
adequately treated. is: (A) presence 
of post-tussic rales in the affected 
areas: (B) Koch’s 
bacillus in sputum: (C) erythrocyte 


presence ot 


sedimentation rate; (D) body 


weight determined weekly. 


13. Amy] nitrite is used in the treat- 
ment of cyanide poisoning because 
it: (A) forms methemoglobin which 
competes successfully with ferricyto- 
chrome for cyanide ions; (B) im- 
circulation; 


proves the coronary 


(C) combines directly with the 
cyanide ions: (D) stimulates the 


respiratory center. 


14. The characteristic electrocardio- 


graphic alteration in  hyperpotas- 
semia is: (A) elevation of the S-T 


block: (C) 


increase in the height of T 


segments; (B)_ heart 
waves; 


(D) a variety of ectopic rhythms. 


15. The one of the following which 
is most useful in determining the 
cause of asthma in a 
patient is: (A) the history: (B) 
the skin test; (C) a sputum smear; 
(D) the eosinophile test. 


bronchial 
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the use of a_ house- 


compound to remove 





16. Following 
hold cleaning 
spots from his uniform, a policeman 
becomes jaundiced. The compound 
which he used most probably con- 


(A) (B) 


(C) benzine; (D) carbon 


tained: lauryl sulfate; 
ammonia: 


tetrachloride. 


17. A patient with inoperable bron- 


chiectasis develops a_ progressive 


association with his 
Of the following, 


the plan of specific therapy of the 


anemia in 
chronic infection. 
anemia which is indicated is ad- 
ministration of: (A) repeated trans- 
(B) Vitamin B, 


fusions: and col- 


s WHY MAY BE 
& genso™ Foy, 


TIVE INGREDIENTS: BORIC ACID 2.0% OXYQUIN 
BENZOATE 0.02% AND PHENYLMERCURIC 


ACETATE 0.02% IN SUITABLE JELLY OR CREAM B 


RANTOS co. 
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loidal 


rated iron oxide intravenously: (D 


iron by mouth; (C) saccha- 


liver extract and Brewer's yeast }y 


mouth. 


18. A routine chest X-ray in a 40 
year old man reveals a discrete. 
“soft.” round nodule less than 114 
cm. in diameter in the periphery of 
the lower right lung field. The on 
of the following procedures whic) 
should be followed is to: (A) tak 
no action since nodules of this type 


(B) 


anticoagulation 


are insignificant: institute 
prompt 
(C) 


excision of nodule if its nature can- 


therapy: 
plan prompt thoracotomy and 
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tt otherwise be positively estab- 
shed; (D) give a one month’s trial 
{intensive chemotherapy with one 


rmore antibiotics. 


). A 64 year old male with chronic 
monary emphysema is admitted 
sith acute pneumonia, is deeply cy- 
notic, and is immediately placed 
n an oxygen tent. He is maintained 
na high oxygen atmosphere con- 
which 


tinuously for four days, at 


time he is noted to go gradually 
nto coma with a respiratory rate of 
6 per minute, and to become. in- 
The 
lioxide content of the arterial blood 
was found to be 90 


creasingly cyanotic. carbon 
volumes per 
cent. Correct treatment for this man 


is: (A) 


sodium 


Administration of caffeine 
benzoate; (B) immediate 
removal from the oxygen tent and 
the use of intermittent oxygen only: 
(C) increase in penicillin dosage: 
(D) administration of aureomycin. 


2%. A 40 year old comatose male 
with cold, clammy skin, temperature 
°F. Babinski 
no nuchal rigidity, and no other ab- 
normal 


bilateral reflexes. 


physical findings, has a 
catheterized urine which shows al- 
buminura 


glucose no ace- 


tone or diacetic. rare red blood cell 


and white blood cell per high power 
field. Serum 
mg./100 cc. Of the following. the 
best diagnosis is: 
dosis; (B) 
meningitis: 


urea nitrogen is 23 
(A) diabetic aci- 
shock: C) 


(D) uremia. 


insulin 


(Answers on page 230) 
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THE DAILY LOG is designed specifically for 
the medical profession—a leader since 1927. 


THE KEY to successful practice management-- 
reduces paper work by following approved 
record keeping procedures. No bookkeeping 
oxperience necessary. Charges and 
noted as they occur—professiona 
classified and totalled each month 


receipts 
expenses 


FULLY DATED with month, date and day 
printed on each Daily Page. Logical and 
attractive forms cover every business aspect of 
your practice. 


LOOSELEAF forms bound in dated 
tively embossed screw-post binder. Handsome 
7-ring flat opening binder also available, At 
end of year return forms to oviginal post- 


attrac- 


binder for safe, accessible storage 


PRICES: 36-lines per day, fully dated for 1956 
—$27.25. 72-line Double LOG, two 
volumes—$12.50. Satisfaction guaranteed 


6-mo 


ORDER DIRECT or WRI 
MORE COMPLETI 


COLWELL PUBLISHING COMPANY 


271 University Ave., Champaign, Illinois 
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Going at Practice _ A Man 
Rates choice opportunities in all fields, wh 
ome “the New York Medical ed 
Personal classified advertising oe Ow ee ee eee oe 
rates are $3.00 for ads of thirty NT 
words or less plus 10c for each ad- RESIDENTS WANTED 
ditional word. When a box number L 
is used and answers sent care of te yo ig wer ni ain oe APP 
ResipENT Puysician there is an to five year residencies at 8 hospitals in D 
additional charge of 50c. Add four een yh el gp en ou meg ° pre 
additional words for a box. se lle ome vagy ie + . 
Commercial classified rates are ee oeeore Stel . * toon r 
$4.50 for ads of twenty words or less California. sas 
plus 15c for each additional word. TUBERCULOSIS PHYSICIAN-RESIDENT OR ‘ 
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for a box. UROLOGY RESIDENCY, fully approved - 
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15ih of month prior to date of issue. more, Maryland ole 
Reswent Puysictan, 676 Northern — psyCHIATRIC RESIDENTS for approved © : 
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Accident, Sickness 
and 
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for 
Physicians and Dentists 
Exclusively 


Physicians Casualty 
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Health Associations 
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ALL RESIDENTS: 


To be certain you won't 
miss a single copy of Rest- 
DENT PHYSICIAN, please 
notify us at least 30 days in 
advance of any change in 
your hospital mailing ad- 
dress. Simply drop a card 
to Resident Physician, 676 
Northern Blvd., Great 
Neck, N. Y. Please state 
both old hospital and new 
hospital addresses, your 
specialty, and the name of 
your chief of service. 
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RESIDENT RELAXER 


(puzzle on page 130) 





VIEWBOX DIAGNOSIS 


(from page 128) 


URINARY BLADDER 
CARCINOMA 


Note large. irregular filling 
defect in the bladder extend- 
ing well towards the patient’s 
left and producing obstruc- 
tions at the entrance of the 


left ureter into the bladder. 
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Clinitest 


urine-sugar test 


clear-cut color changes in the clinically significant range 
avoids confusing trace reactions 

firmly established blue-to-orange color scale 

close correlation with quantitative tests 

endorsed by 15 years of physicians’ and patients’ use 
accepted by over 90 per cent of insurance companies 


Ask your Ames representative for a Clinitest Universal Set on his next visit 
Compare it with any other test 





Ames Diagnostics + Adjuncts in Clinical Management 


AMES COMPANY, INC + ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


IN PARENTERAL FLUID THERAPY 


only MEAD 


offers you this 


threefold 


program 


SOLUTIONS 
A complete line of standard and special solutions 
for pediatric and adult use, including the new 
Homeolyte Solutions, initial hydrating solutions 
and replacement solutions. The pediatric line in- 
cludes 31 solutions, 11 exclusive with MEAD. 


2. EQUIPMENT 
New refinements include the Amifilter for protec- 
tion against contamination; the Amiflofor reliable 
flow control; ‘‘burette-type,” pediatric-size bottles 
graduated in 10 cc., and ‘“‘memo margin” labels 
for dosage instructions. 


3. SERVICES 
Dosage guides, calculators, conversion tables, slides, 
films, lecture material and new booklets on fluid 
therapy. 


Your MEAD Parenteral Products representative can supply 
you with more information about the MEAD threefold paren- 
terals program—pediatric or adult—or you may write to 
Parenteral Products Division, Mead Johnson & Company, 
Evansville, Indiana 


Zp SYMBOL OF SERVICE TO THE PHYSICIAN 
— ad 


Parenteral Products Division 
MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A 








